Chapter 01

Title 15 - Mississippi Department of Health
Part Il — Office of Health Protection

Subpart 32 - EMS-Trauma

THE MISSISSIPPI TRAUMA CARE SYSTEM

100. GENERAL INFORMATION

100.01 Purpose

In 1998, the Mississippi Legislature amended thegency Medical Services Act of
1974 to create a statewide inclusive trauma caesy Miss. Code Ann. 41-59-1, et
seq. These statutes authorize and direct the MigpisState Board of Health to develop,
create regulations for, and administer a uniforaestide trauma care system through the
Mississippi State Department of Health, Emergenegidal Services, acting as the lead
agency.

The Mississippi Legislature, in its 2008 Regulassien, amended the Emergency
Medical Services Act of 1974, requiring the Depamitnto develop regulations
specifying methods of participating making the sgsino longer voluntary but a
requirement of licensed acute care hospitals. .Missle Ann. §63-13-11(as amended)
mandates that the department shall promulgateatguo$ specifying the methods and
procedures by which Mississippi-licensed acute tariities shall participate in the
statewide trauma system.

Accordingly, the Board adopts these regulationbettnown as "The Mississippi
Trauma Care System Regulations" to address eacharmnt necessary for this
development. These Regulations have been devetbpmehh a consensus process with
the advice of nationally recognized trauma systensultants, the Mississippi Trauma
Advisory Committee and staff of the MississippitStRepartment of Health.

100.02 841-59-7. Advisory council.

There is hereby created an emergency medical ssraidvisory council to consist of
the following eleven (11) members who shall be amed by the Governor:

a. One (1) licensed physician to be appointed fromtaf nominees presented
by the Mississippi Trauma Committee, American Gulef Surgeons;

b. One (1) licensed physician to be appointed froistaf nominees who are
actively engaged in rendering emergency medicalees presented by the
Mississippi State Medical Association;

c. One (1) registered nurse whose employer rendersgemey medical
services, to be appointed from a list of nomingesgnted by the
Mississippi Nurses Association;
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Two (2) hospital administrators who are employefdsospitals which
provide emergency medical services, to be appoiinbed a list of
nominees presented by the Mississippi Hospital gission;

Two (2) operators of ambulance services; and
Three (3) officials of county or municipal governmte

One (1) licensed physician to be appointed fromtaf nominees presented
by the Mississippi Chapter of the American Collei&mergency
Physicians;

One (1) representative from each designated tranamgaregion, to be
appointed from a list of nominees submitted by eagion;

One (1) registered nurse to be appointed front afisominees presented
buy the Mississippi Emergency Nurses Association;

One (1) EMT-Paramedic whose employers renders eneygmedical
services in a designated trauma care region;

One (1) representative from the Mississippi Departhof Rehabilitative
Services;

One (1) member who shall be a person who has bessiment of trauma
care in Mississippi or who has an immediate famigmber who had been a
recipient of trauma care in Mississippi; and

One (1) licensed neurosurgeon to be appointed &tist of nominees
presented by the Mississippi State Medical Assimriaand

One (1) licensed physician with certification operence in trauma care to
be appointed from a list of nominees presentedhbyMississippi Medical
and Surgical Association.

The terms of the advisory council members shalirbeg July 1, 1974. Four (4)
members shall be appointed for a term of two (2ygethree (3) members shall be
appointed for a term of three (3) years, and tfB@enembers shall be appointed for a
term of four (4) years. Thereafter, members shatjpointed for a term of four (4)
years. The executive officer or his designatedeasgmtative shall serve as ex officio
chairman of the advisory council.

The advisory council shall meet at the call ofthairman at least annually. For
attendance at such meetings, the members of thigoagleouncil shall be reimbursed for
their actual and necessary expenses including fodding and mileage as authorized by
law, and they shall be paid per diem compensatitimogized under Section 25-3-69.

The advisory council shall advise and make reconalagons to the board regarding
rules and regulations promulgated pursuant toctiépter.
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There is created a committee of the Emergency Mé&ervices Advisory Council to be
named the Mississippi Trauma Advisory Committeadmafter "MTAC"). This
committee shall act as the advisory body for tracara system development and
provide technical support to the department imhs of trauma care system design,
trauma standards, data collection and evaluatimmtjrmious quality improvement,
trauma care system funding, and evaluation ofrdngnta care system and trauma care
programs. The membership of the Mississippi Tratahzisory Committee shall be
comprised of Emergency Medical services Advisory@il members appointed by the
chairman. Advisory council members may hold owvet shall continue to serve until a
replacement is named by the Governor.

SOURCES: Laws, 1974, ch. 507, § 4, 1983, ch.$3Z; 1986, ch. 363; Laws, 1998,
ch. 429, § 3, eff from and after July 1, 1998.

Cross references -

Traveling expenses of state officers and emplogees§ 25-3-41.

Advisory council's duties as to the administratdfunds appropriated to the state board
of health from the emergency medical services adipgréund, see § 41-59-61.

Policy for Administration:

The Mississippi Trauma Advisory Council (MTAC) shaleet at least quarterly and
report to the State Board of Health at its regyladheduled quarterly meetings on the
performance of trauma in the state.

100.03 Definitions

The following terms shall have the meanings sehfbelow, unless the context
otherwise requires:

a. Abbreviated Injury Scale (or "AIS") - an anatomic severity scoring system.
b. ACEP - American College of Emergency Physicians.

C. ACLS - Association in Advanced Cardiac Life Supporti@ques.

d. ACSCOT - American College of Surgeons Committee on Trauma

e. ALS - Advanced life support, including techniquesesuscitation, such as,
intravenous access, and cardiac monitoring.

f.  Advanced Pediatric Life Support (APLS)- a course jointly developed and
sponsored by the American College of EmergencyiBilays and the American
Academy of Pediatrics which covers the knowledge skills necessary for the
initial management of pediatric emergencies, incgdrauma.
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Advanced Trauma Life Support (ATLS) - a course developed and sponsored
by the American College of Surgeons Committee @uiira for physicians who
cover trauma knowledge and skills.

BLS - Basic life support techniques of resuscitationjuding simple airway
maneuvers, administration of oxygen, and intraveramcess.

Board Certified - Physicians and oral and maxillofacial surgeomtfi by
appropriate specialty boards recognized by the AvaeBoard of Medical
Specialties and the Advisory Board of Osteopatipiectlties and the American
Dental Association. See definition of QualifiedeBalists.

Basic Trauma Life Support (BTLS) - a course for prehospital care providers
sponsored by the American College of Emergency iBilays.

Bypass (diversion)- A medical protocol or medical order for the spart of an
EMS patient past a normally used EMS receivindifgd¢o a designated medical
facility for the purpose for accessing more readilgilable or appropriate
medical care.

CCRN - Critical Care Registered Nurse certification frtre American
Association of Critical Care Nurses.

CEN - Certified Emergency Nurse certification from feard Certification of
Emergency Nursing.

Communications System A collection of individual communication netwark
a transmission system, relay stations, and coatrdlbase stations capable of
interconnection and interoperation that are desigodorm an integral whole.
The individual components must serve a common @arpoe technically
compatible, employ common procedures, respondritrap and operate in
unison.

Co-morbidity - Significant cardiac, respiratory, or metabolisedses that
stimulate the triage of injured patients to TrauDeaters.

Catchment Area- That geographic area served by a designated Er&are
Region for the purpose of regional trauma careegsyplanning, development
and operations.

Citizen Access- the act of requesting emergency assistance $peeific event.

Consolidated Omnibus Budget Reconciliation Act (CORA) - the federal A
portion of this law commonly referred to as COBRAQBRA details the
requirements Medicare hospitals must meet in piogidcreening examinations
for individuals presenting at the emergency depantirand the requirements
that must be met prior to transferring a patierdrirunstable medical condition
or who is pregnant and having contractions.
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Department - the Mississippi State Department of Health, Biot of
Emergency Medical Services.

Designation- formal recognition of hospitals by the departtres providers of
specialized services to meet the needs of the agvajured patient; usually
involves a contractual relationship and is baseddirerence to standards.

Disaster- any occurrence that causes damage, ecologis&ldgon, loss of
human lives, or deterioration of health and hesdttvices on a scale sufficient to
warrant an extraordinary response from outsidaffezted community area.

Dispatch - coordination of emergency resources in resptmsaespecific event.
Diversion - see "Bypass."”

Emergency Department (or "emergency room")- the area of a licensed
general acute care hospital that customarily resgpatients in need of
emergency medical evaluation and/or care.

EMS - Emergency Medical Servicesthe arrangement of personnel, facilities,
and equipment for the effective and coordinated/def of emergency care
required to prevent and manage incidents that deonr a medical emergency
or from an accident, natural disaster, or simiitrasion.

Emergency Medical Services for Children (EMS-C) an arrangement of
personnel, facilities and equipment for the effextind coordinated delivery of
emergency health services to infants and childranis fully integrated within
the emergency medical system of which it is a part.

EMT-P - Emergency medical technician- paramedic, arviddal who is
trained to provide emergency medical services amgitified as such by the
local authorities in accordance with the curreriomal standard.

ENA - Emergency Nurses Association.
Field Categorization (classification)- a medical emergency classification
procedure for patients that is applicable undedit@mms encountered at the site

of a medical emergency.

Field Triage - Classification of patients according to medioa¢d at the scene
of an injury or onset of an illness.

GCS - Glasgow Coma Scalea scoring system that defines eye, motor, and
verbal responses in the patient with injury tolbnain.

Hospital Criteria - Essential or desirable characteristics that batpgorize
Level I, Il or Ill Trauma Centers of a Level IV trma facility.

Immediately (or "immediately available™) - (a) unencumbered by conflicting
duties or responsibilities; (b) responding withdatay when notified; and (c)
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being within the specified resuscitation area ef Thauma Center when the
patient is delivered in accordance with the pafi@ad procedures of a
designated Trauma Care Region.

Implementation (or "implemented") - the development and activation of a
Regional Trauma Plan by a designated Trauma Cag@Racluding the triage,
transport and treatment of trauma patients in atzgare with the plan.

Inclusive Trauma Care System a trauma care system that incorporates every
health care facility in a community in a systenoider to provide a continuum

of services for all injured persons who requireedaran acute care facility; in
such a system, the injured patient's needs arehathto the appropriate hospital
resources.

Indigent Trauma Patient - a victim of traumatic injury which meets theteria
for admittance into the Mississippi Trauma Registng has no financial ability
to pay for trauma services received.

Injury Control - the scientific approach to injury that includasalysis, data
acquisition identification of problem injuries iigh risk groups, option analysis
and implementing and evaluating countermeasures.

Injury - the result of an act that damages, harms, ds;humintentional or
intentional damage to the body resulting from aexggosure to thermal,
mechanical, electrical or chemical energy or frbmabsence of such essential
as heat or oxygen.

Injury Rate - a statistical measure describing the numbenjafies expected to
occur in a defined number of people (usually 100)@@thin a period (usually 1
year). Used as an expression of a relative rigkftdrent injuries or groups.

Injury Prevention - efforts to forestall or prevent incidents thaght result in
injuries.

Injury Severity Score (or "ISS") - the sum of the squares of the Abbreviated
Injury Scale score of the three most severely égusody regions.

Lead Agency- an organization that serves as the focal poinpfogram
development on the local, regional or State level.

Level | - Hospitals that have met the requirements forelLéas stated in
Chapter XI and are designated by the Department.

Level Il - Hospitals that have met the requirements for LEas stated in
Chapter XIl and are designated by the Department.

Level lll - Hospitals that have met the requirements foreL#V as stated in
Chapter XIl and are designated by the Department.
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Level IV - Hospitals that have met the requirements foreL &y as stated in
Chapter XIV and are designated by the Department.

Major Trauma - that subset of injuries that encompasses thergatiith or at
risk for the most severe or critical types of igjand therefore requires a system
approach in order to save life and limb.

Major Trauma Patient (or "major trauma" or " critic ally injured patient")

- a person who has sustained acute injury and lanmef a standardized field
triage criteria (anatomic, physiology, and mechanig injury) is judged to be at
significant risk of mortality or major morbidity.

Mechanism of Injury - the source of forces that produce mechanical
deformations and physiological responses that canssmatomic lesion of
functional change in humans.

Medical Control - physician direction over prehospital activittesensure
efficient and proficient trauma triage, transpadiat and care, as well as ongoing
guality management.

Mississippi Trauma Advisory Committee (MTAC) - (See Appendix A)
advisory body created by legislature for the puepaisproviding assistance in all
areas of trauma care system development and tedisnisport to the
Department of Health; members are comprised of Bld@sory Council
members appointed by the chairman.

Mississippi Trauma Care System Plan a formally organized plan developed
by the Department of Health, pursuant to legistatirective, which sets out a
comprehensive system of prevention and managerhemjor traumatic

injuries.

Morbidity - the relative incidence of disease.

Mortality - the proportion of deaths to population.

Multi-disciplinary Trauma Review Committee - committee composed of the
trauma service Director, other physicimembers and other members appointed

by the trauma director that reviews trauma deatlassystem or hospital.

Non-Designated Hospital a licensed hospital that has not been desigrmsted
the Department as a Trauma Center.

Off-Line Medical Direction - the establishment and monitoring of all medical
components of an EMS system, including protocts)ding orders, education
programs, and the quality and delivery of on-linatcol.

On-Call - available to respond to the Trauma Center inrai@erovide a
defined service.
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On-Line Medical Direction - immediate medical direction to prehospital
personnel in remote locations (also know as direadical control) provided by a
physician or an authorized communications resopecson under the direction
of a physician.

Overtriage - directing patients to Trauma Centers when thegataneed such
specialized care. Overtriage occurs because ofriect identification of patients
as having severe injuries when retrospective aisalydicates minor injuries.

Pediatric Trauma Center - Either (a) a licensed acute care hospital which
typically treats persons fourteen (14) years of@gess, which meets all

relevant criteria contained in these Regulatiorgswahich has been designated as
a pediatric Trauma Center; or (b) the pediatrimpgonent of a Trauma Center
with pediatric specialist and a pediatric intensiage unit.

Pediatric Advanced Life Support (PALS)- a course developed and sponsored
by the American Heart Association and the Ameridaademy of Pediatrics, for
healthcare workers covering the application of aded life support therapies to
pediatric patients.

Prehospital Emergency Medical Care Personnelprehospital emergency
medical care personnel are individuals certifiedtberwise credentialed to
perform prehospital emergency medical care by thgaftment.

Prehospital Trauma Life Support (PHTLS) - a verification course for
prehospital care providers that teaches concepiasi€ and advanced trauma
life support. It is developed and sponsored byNhgonal Association of
Emergency Medical Technicians in cooperation with American College of
Surgeons Committee on Trauma.

Promptly Available (or "promptly") - within the trauma receiving
resuscitation area, emergency department, openatirg, or other specified area
of the Trauma Center within a period of time thlatiedically prudent and
proportionate to the patient's clinical conditiodauch that the interval between
the delivery of the patient at the Trauma Centerthe arrival of the respondent
should not have a measurably harmful effect orcthese of patient
management or outcome in accordance with the peliind procedures of a
designated Trauma Care Region.

Protocols- standards for EMS practice in a variety of situa within the EMS
system.

Qualified Specialist (or "qualified surgical specidist" or "qualified non-
surgical specialist") - either (a) a physician or oral and maxillofacatgeon
licensed in Mississippi who has taken special pasiigate medical training, or
has met other specified requirements and has beboard certified within three
(3) years of qualification for board certificationthe corresponding specialty,
for those specialties that have board certificaind are recognized by the
American Board of Medical Specialties, the AdvisBigard of Osteopathic
Specialties, the American Dental Assaociation, dhimithree (3) years of joining
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a trauma team if more than three (3) years haysethsince qualifying to take
the board certification examination is board cixtifin a specialty by the
American Board of Medical specialties, the AdvisBigard of Osteopathic
Specialties, the American Dental Association, agd#mn board or other
appropriate foreign specialty board as determinethé American Board of
Medical specialties for that specialty; or, (b)anfboard certified physician who
is designated by the Hospital as a Qualified Sfistiafter having met one or
more of the following conditions:

a. Demonstration that he/she has met requirementshveliz equivalent to
those of the Accreditation Council for Graduate MabEducation,
American Board of Medical Specialties, the AdvisBgard of Osteopathic
Specialties, the American Dental Association, (ACEMr the Royal
College of Physicians and Surgeons of Canada;

b. Demonstration that he/she has substantial educat&ning and experience
in treating and managing major trauma patients; or

c. Successful completion of a residency program.

Performance Improvement (or "quality improvement") - a method of
evaluating and improving processes of patient wdrieh emphasizes a multi-
disciplinary approach to problem solving, and f@susot on individuals, but
systems of patient care which might cause variatinrpatient outcome.

Quality Management (or "performance management")- a broad term which
encompasses both quality assurance and qualitpiraprent, describing a
program of evaluating the quality of care usingadety of methodologies and
techniques.

Regional Trauma Plan- a document developed by the various Trauma Care
Regions, and approved by the Department of Healtich describes the
policies, procedures and protocols for a compréahiersystem of prevention and
management of major traumatic injuries in that TmalCare Region

Regionalization - the identification of available resources withilgiven
geographic area, and coordination of services tet the need of a specific group
of patients.

Rehabilitation - services that seek to return a trauma patiethtetdullest
physical, psychological, social, vocational, andadional level of functioning
of which he or she is capable, consistent with fhggical or anatomical
impairments and environmental limitations.

Research- clinical or laboratory studies designed to prmelnew knowledge
applicable to the care of injured patients.

Residency Program- a residency program of the Trauma Center osideacy
program formally affiliated with the Trauma Centdrere senior residents can
participate in educational rotations.
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www. RTS - Revised Trauma Score, a prehospital/emergenagicsecoring system in
which numerical values are assigned to differingle of Glasgow Coma Scale,
systolic blood pressure, and respiratory rate.

XxXX. Response Time the time lapse between when an emergency responisis
dispatched and arrives at the scene of the emergenc

yyy. Risk factor - a characteristic that has been statisticallyafestrated to be
associated with (although not necessarily the tlzaase of) a particular injury.
Risk factors can be used for targeting preventatfi@ts at groups who may be
particularly in danger of injury.

zzz. Rural - those areas not designated as metropolitantitatiareas (MSAS).

aaaa. Senior Resident (or "senior level resident")- a physician licensed in the State
of Mississippi who has completed at least two gedithe residency under
consideration and has the capability of initiatirgatment, when the clinical
situation demands, and who is in training as a negrabthe residency program,
as defined in regulation, at a designated TraunmieCe Residents in general
surgery shall have completed three clinical ye&geaeral surgery residency in
order to be considered a senior resident.

bbbb. Service Area (or "catchment area")- that geographic area defined by the local
EMS agency in its Regional Trauma Plan as the sgpged by a designated
Trauma Center.

cccc.  Specialty Care Facility - an acute care facility that provides specialigervices
and specially trained personnel to care for a §ipgudrtion of the injured
population, such as pediatric, burn injury, or spirord injury patients.

dddd. Surveillance- the ongoing and systematic collection, analyaisl interpretation
of health data in the process of describing anditmiding a health event.

eeee. Trauma - a term derived from the Greek for "wound"; iteef to any bodily
injury (see "Injury").

ffff.  Trauma Care Facility (or "trauma center") - a hospital that has been
designated by the department to perform specifaaghta care services within a
Trauma Care Region pursuant to standards adoptttehiepartment.

gggg. Trauma Care Region- Trauma Care Region is a geographic area oftéte s
formally organized, in accordance with standardsmrigated by the department
and has received designation from the departmanpurposes of developing
and inclusive care system.

hhhh. Trauma Care System Planning and Development Act df990- The federal
law that amended the Public Health Service Acda Eitle XII - Trauma
Programs. The purpose of the legislation beingsgist State governments in
developing, implementing and improving regionaltegss of trauma care, and to
fund research and demonstration projects to improkg EMS and trauma.
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Trauma Care System- an organized approach to treating patients agtite
injuries; it provides dedicated (available 24 haaday) personnel, facilities, and
equipment for effective and coordinated trauma oase: appropriate
geographical region, known as a Trauma Care Region.

Trauma Center Designation- the process by which the Department identifies
facilities within a Trauma Care Region.

Trauma Program Manager - a designated individual with responsibility for
coordination of all activities on the trauma seevand works in collaboration
with the trauma service director.

Trauma Nursing Core Course (TNCC)- a verification course providing core-
level trauma knowledge and psychomotor skills a@ased with the delivery of
professional nursing care to trauma patient. Dmped and sponsored by the
Emergency Nurses Association.

Trauma Patient - an injured patient.

Trauma Prevention Program - internal institutional and external outreach
educational programs designed to increase awarehessthods for prevention
and/or avoidance of trauma-related injuries.

Trauma Program - an administrative unit that includes the traumaise and
coordinates other trauma-related activities, inicigdbut not limited to, injury
prevention, public education, and CMS activities.

Trauma Receiving Resuscitation Area a designated area within a licensed
hospital or designated Trauma Center that routiredgives and manages the
care of trauma patients where trauma patientsvaleated upon arrival.

Trauma Registry - a database software package that hospitalusgck
victims of major trauma that are transported tod/@anflom their facilities.

Trauma Team - A group of health care professionals organizegrovide care
to the trauma patient in a coordinated and timaghion. The composition of a
trauma team is delineated by hospital policy.

Trauma Service Director - a physician designated by the institution and
medical staff to coordinate trauma care.

Triage - the process of sorting injured patients on thesbaf the actual or
perceived degree of injury and assigning thematbst effective and efficient
regional care resources, in order to insure optaaet and the best chance of
survival.

Triage Criteria - a measure or method of assessing the severiyefson's
injuries that is used for patient evaluation, eghlcin the prehospital setting,
and that utilizes anatomic or physiologic consiters or mechanism of injury.
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Vvw. Uncompensated Care care for which the provider has been unabletiect
payment because of the patient's inability to p&yclaim is considered to be
uncompensated if, after the provider's due diligebaccollect monies due, total
payment from all sources (including third-party pes) of five percent (5%) or
less has been made on the total trauma-related ghasges. Any payment
received from Medicaid shall preclude reimbursenfierh the Trauma Care
Trust Fund (TCTF), whether the five percent (5%y)rpent threshold has been
met or not.

wwww. Undertriage - directing fewer patients to Trauma Centers tkamarranted
because of incorrect identification of patienthaging minor injuries when
retrospective analysis indicate severe injuries.
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TRAUMA CARE REGIONS

200 TRAUMA CARE REGIONS

200.01

200.02

200.03

200.04

Policy Statement

The Mississippi Trauma Care Plan documents the fegeadregional approach toward
the development of a statewide trauma care systbim.regional development will be
coordinated and supported by the legislativelyglesied "lead trauma agency," the
Mississippi State Department of Health, Bureau meEgency Medical Services
(hereinafter "Department").

The Mississippi Trauma Care Plan recognizes thguaemess within differing parts of
the state with regard to personnel, resourcesr@amviental issues, distance to tertiary
care and population. Accordingly, the Mississippauma Care Plan provides for a
system that allows for flexibility at the regiodabel, incorporates the use of regional
leadership to establish regional/local guidelirze®] is sensitive to regional needs and
resources. As a result the Mississippi Trauma @&e ensures a statewide trauma
system design that is based on the resources laleaiéhin each region, while

ensuring optimal care to the trauma victim throtrginsfer agreements when resources
may not be available within a certain geographéceah.

Proposed Trauma Care Regions

The map set forth in Appendix B illustrates theiaiconfiguration of the Trauma Care
Regions, developed based upon the Department'siespe with regional EMS
programs. However, some areas contained withsethétial boundaries may prove to
more appropriately belong to other adjacent at@assequently, the state designation
process of the Regions is designed to provideuohn dlexibility.

State Designation of Trauma Care Regions

To receive state designation as a Trauma Care Reabhi® hospitals and their respective
medical staffs intending to establish the Traumee@egion shall set forth such
intention in a letter to the Department which intea:

1. a description of the area to be served,

2. the names of all trauma care hospitals participatnd

3. the form of regional administration for such Trau@ere Region.

State Designation of Existing EMS Districts as Trama Care Regions

EMS Districts which are currently recognized by Bepartment may request
designation by the Department as a Trauma CareoRggovided that such EMS
District meets the standards established for daséghTrauma Care Regions as
outlined in these Regulations, and submits anntialtihe Department documentation
of compliance with those standards.
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REGIONAL TRAUMA PLAN DEVELOPMENT

300 REGIONAL TRAUMA PLAN

300.01

300.02

300.03

300.04

Procedure for Submission of Regional Trauma Plan

A Trauma Care Region intending to implement a traware system shall submit its
Regional Trauma Plan to the Department and haagpitoved prior to implementation.

Within 30 days of receiving the plan, the Departtredrall provide written notification
to the Trauma Care Region of the following:

a. thatthe plan has been received by the Department;

b. whether the Department approves or disapproves &dgional Trauma Plan;

c. if disapproved, the reason for disapproval of tlegiBnal Trauma Plan;
NOTE: Revisions in the approved Regional TraunzanPhust be submitted prior to
implementation. At a minimum, Regional Trauma Blsimall be submitted 8BEMS

every (3) years.

Disapproval of a Regional Trauma Plan

If the Department disapproves a plan submitted thé Trauma Care Region shall
have 30 days from the date of notification of tieagdproval to appeal the decision in
writing to the Mississippi Trauma Advisory Commételrhe Committee shall make a
determination within 3 months of receipt of the eqlp In any event, the Trauma Care
Region may always submit a revised plan to the Deyemnt.

Failure to Properly Implement Plan

Should the Department determine that a Trauma Ragéon has failed to implement
its Regional Trauma Plan in accordance with the@ma plan; the Department may
revoke its approval of the plan and suspend andrforinate any contract with the
Region. The Trauma Care Region may appeal thisidadn writing to the
Mississippi Trauma Advisory Committee which shallka a determination within 3
months of receipt of the appeal.

Amendments to Regional Trauma Plan

After approval of a Regional Trauma Plan, the Traare Region shall submit to the
Department for approval any significant changeh&b Regional Trauma Plan prior to
the implementation of the changes. In those ingsmwhere a delay in approval would
adversely impact the current level of trauma ctre;Trauma Care Region may
institute the changes and then submit the chagide tDepartment for approval within
30 days of their implementation.
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300.05 Requirements for Approval of Regional Trauma Plan

The initial plan for a designated Trauma Care Regfiat is submitted to the
Department shall be comprehensive and objectivals lsh clearly outlined to the
Department. The initial Regional Trauma Plan sbatitain the following:

a.

b.

table of contents

summary of the plan

objectives

implementation schedule

administrative structure

medical organization and management

inclusive trauma system design which includesadilities involved in the care
of acutely injured patients, including coordinatiwith neighboring Trauma Care
Regions

documentation of all interfacility Trauma Centeregments

written documentation of participation (hospitaltieal staff)

the system design shall address the operationd¢imgmtation of the policies
developed

description of the critical care capability withttre Region including but not
limited to burns, spinal cord injury, rehabilitatiand pediatrics

performance improvement process

general policies of the Trauma Care Region boahi;iwaddress those issues set
out in Section 300.06 below

300.06 General Policies to be Addressed in Regional Traum@lan

A designated Trauma Care Region planning to impfgrmdrauma system shall
develop policies which provide a clear understagdifithe structure of the trauma
system and the manner in which it utilizes the neses available to it. Those policies
shall address the following:

a. system organization and management
b. trauma care coordination within the Region
C. trauma care coordination with neighboring Regiomd/ar jurisdictions,
including designated Trauma Care Region agreements
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d. data collection and management

e. coordination of designated Trauma Care Regiondranidna systems for
transportation including inter-Trauma Center trarsfand transfers from a
receiving hospital to a Trauma Center

f.  the integration of pediatric hospitals, includiredgatric triage criteria, if
applicable

g. availability of Trauma Center equipment
h. the availability of trauma team personnel
i.  criteria for activation of trauma team
J.  mechanism for prompt availability of specialist
k. performance improvement and system evaluationdodle
a. responsibilities of the multidisciplinary traumaegpeeview committee.

[.  training of prehospital designated Trauma Care &epgersonnel to include
trauma triage

m. public information and education about the traugsiesn
n. lay and professional education about the traumizsys

0. coordination with public and private agencies aralima Centers in injury
prevention programs

300.07 Additional Standards and Prohibitions

In addition to those requirements set out in Sasti®00.5 and 300.6 above, the
following standards and prohibitions must be adthéoeby all participating providers
in the Regional Trauma Plan:
a. The Plan shall include all of the following:
a. Prehospital trauma protocols with trauma triagedpert criteria.
NOTE: Revisions in the plan must be submitted gdamplementation.

b. Policies and procedures correlative to the proscol

c. A plan for quality assurance/improvement including audit criteria and
schedule.

b. No health care facility shall advertise in any mamor otherwise hold itself out
to be a Trauma Center unless so designated byaharbnent in accordance
with these Regulations.
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c. No provider of prehospital care shall advertisariy manner or otherwise hold
itself out to be affiliated with the trauma systermma Trauma Center unless the
provider of prehospital care has been so desigrmtéide Department in
accordance with these Regulations.

d. A Trauma Care Region shall hold funds from partitiipg hospitals and licensed
EMS providers for non compliance with Mississippatima Care Rules and
Regulations and regional plans and policies.

e. All participating hospitals and licensed EMS prarislin each respective region
shall abide by regional policies.

f.  Documentation of Medical Control Plan review anthpliance must be
submitted tEMS and the Trauma Care Regamually.

300.08 Optional Criteria

a. The Trauma Care Region may authorize the utilipatibair transport within its
jurisdiction to geographically expand the primagysce area(s), as long as the
expanded service area does not encroach upon anothe

Trauma Care Region, or another Trauma Center, simigen agreements have
been executed between the involved Trauma Care@Regid Trauma Centers.

b. A Trauma Care Region may require Trauma Centengave helicopter landing
sites.

300.09 Annual Certification to Department

The Trauma Care Region shall certify annually s Erepartment that its approved
Regional Trauma Plan is functioning as described.

301. ADMINISTRATION AND MANAGEMENT OF TRAUMA CARE REGION S

301.01 Establishment of a Trauma Care Region Board

All Trauma Care Regions established and desigmatesliant to these Regulations
shall establish a Trauma Care Region Board whiah bk recognized as the lead
administrative body of that Region. Board memimeay be representative(s) of
participating and designated trauma care hospitallysicians, or any other person
deemed appropriate by the Board. The Board sha#l hdministrative authority over
the operation of the Trauma Care Region and sulksédguauma system programs.

301.02 Operation of a Trauma Care Region

After formation of a Trauma Care Region boahné, hoard shall appoint some person or
entity which shall have authority over the openatid the Trauma Care Region and
subsequent trauma care programs, all under thetidineof the Trauma Care Region
board. Such management may be carried out by arrdapgd executive manager, by
contracting for management services, or by someratieans, to be approved by the
Department.
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The functions of a Trauma Care Region include apetnot limited to, the following:

1. Track and assist in the reimbursement of hospatadsphysicians for trauma
care.

2. Maintain regional database including, but not lgdito, hospitals in the

region, designation status, and expiration date.

Monitor Pre hospital Categorization and Triagehaf trauma patient.

Maintain and ensure compliance of the Regional ma@lan.

Provide training opportunities for physicians, ms;sand EMS and support

personnel, maintain a schedule, and ensure ndaidficto qualifying

personnel.

6. Monitor the ongoing PI program of each trauma paogin the respective
region.

7. Other such activities as may be required by thesigkippi Department of
Health through the annual contractual agreement.

8. Performance of each trauma region shall be evaluataually with
continued financial support contingent on adeqpatéormance based on
outcome measures.

akrw

301.03 Regional Trauma Care Boards May Receive and Expendunds

Designated Trauma Care Region boards are authdozedeive funds and to
expend funds as may be available for any necessatproper trauma care
program purposes in the manner provided for ingf®sgulations or in law.
Non compliance will result in loss of funding taethegion for each
corresponding activity.

301.04 Hospital/Medical Documentation

Designated Trauma Care Regions must provide dodatiem of formal referral
agreements among all participating regional hokspétad, if necessitated by a lack of
in-region service, documentation of linkages tceothppropriate out-of-region
hospitals for referrals. Regions must also proddeumentation of linkages to a Level
| facility for training, education, and evaluatiomhich Level | facility must be
recognized by the Department and committed to @gaiion in the state trauma care
system.Non compliance will result in loss of funding teethegion for each
corresponding activity.
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FINANCIAL SUPPORT FOR TRAUMA SYSTEM DEV ELOPMENT

400 FINANCIAL SUPPORT FOR TRAUMA SYSTEM

400.01

400.02

400.03

The Trauma Care Trust Fund

The Trauma Care Trust Fund shall serve as thediabsupport mechanism for
development of the Mississippi Inclusive TraumaeCaystem. The Department shall
contract with designated Trauma Care Regions émmta systems development.
Contracts with each designated Trauma Care Regilinaited to the financial support
for:

1. Administration of designated Trauma Care Regams

2. Funding of documented trauma care (hospitalgsiptans, and licensed
ambulance services) as defined by the Department.

Financial Support for Regional Administration

In accordance with the recommendations of the Mi8gissippi Trauma Care Task
Force, the Department shall contract for the adstrimiion of designated Trauma Care
Regions for an amount to be determined yearly byDtepartment, as approved by the
MTAC.

The use of these funds shall be determined byedhigydated Trauma Care Region and
approved by the Department in writing. Examplearefs of financial support
suggested by the Trauma Care Task Force includerbunot limited to, regional
medical director, regional clerical support, telepd, regional trauma advisory
committee, hospital trauma registry staff, andrauegistry computer hardware.

Financial Support for Trauma Care

Trauma Care reimbursement shall be provided fagdeted Level |, II, and Il

Trauma Centers, eligible physicians and eligilderised ambulance service providers
in contracts developed by the Department and iaiidetween the Department and the
Trauma Care Regions. Trauma care reimbursemeérguma centers will be provided
only to designated Level |, Il, and Ill Trauma Genst Designated Level IV Trauma
Centers shall not receive reimbursement for tracana, however, will receive $10,000
annually for administrative support for particifatiin the Mississippi Trauma Care
System. The amount funded shall be paid at leastaly to each Trauma Care Region
for annual redistribution to Trauma Centers, pgréiting eligible physicians and

eligible emergency medical service providers. fibgtions of amounts paid to eligible
physicians shall be by the Trauma Center accordiriige formula(s) set out herein.

The total reimbursement amount each year will eddent upon the following:

a. authorization annually by the Mississippi Stateikkgure;
b. the amount available in the Trauma Care Trust Fund;

c. the number of active and designated Trauma CareRsg
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d. the number of designated hospitals, physicians)ieedsed emergency medical
service providers within each designated Trauma& Gagion; and,

e. Appropriate annual documentation of trauma cardessd by designated
hospitals, physicians, and licensed emergency rakesievice providers in
accordance with the requirements of the Department.

400.04 Trauma Care Distribution Process

Funds are distributed from the Trauma Care TrustlRWCTF). This fund is created
from multiple funding sources including the follow

1. assessment on all moving traffic violations as d@te841-59-75, Mississippi
Code of 1972, Annotated;

2. assessment on moving traffic violations as nate84il-59-75, Mississippi Code
of 1972, Annotated;

3. assessment on license tags (issuance and renewal)eal in §27-19-43,
Mississippi Code of 1972, Annotated;

4. assessment on speeding, reckless and carelesgydriglations as noted in §99-
19-73, Mississippi Code of 1972, Annotated;

5. apoint of sale fee on all terrain vehicles andarmycles as noted in §99-19-73,
Mississippi Code of 1972, Annotated; and

6. Funds appropriated by the state legislature fragrsthte's Health Care
Expendable Fund. These funds comprise the TCTF.

In accordance with Miss Code Ann. 841-59-5 (as ated)) those Level | facilities
located in a state contiguous to the State of Igkggpi that participates the
Mississippi trauma care system and has been deés@ybg the department to perform
specified trauma care services within the traumea sgstem under standards adopted
by the department shall be eligible to participatthe Trauma Care Trust Fund.

The Trauma Care Escrow Fund is created pursudiss Code Ann. 841-59-5, (as
amended). The Mississippi Trauma Care Escrow funckated as a special fund in
the State Treasury. Whenever the amount in theiddigpi Trauma Care Systems Fund
exceeds Twenty-five Million Dollars ($25,000,0001@0 any fiscal year, the State
Fiscal Officer shall transfer the amount above Twedive Million Dollars
($25,000,000.00) to the Trauma Care Escrow Funchiddan the Trauma Care Escrow
Fund shall not lapse into the State General Futiteagénd of the fiscal year, and all
interest and other earnings on the monies in thema Care Escrow Fund shall be
deposited to the credit of the Trauma Care EscromdF

Only patients that meet trauma registry inclusioteda are eligible for reimbursement.
The inclusion criteria are:

a. All state designated patients must have a primegrbsis of ICD-9 diagnosis
code 800-959.9;

b. Only burn patients with an ICD-9 Code of 940-948lify for inclusion into the
trauma registry. Qualifying burn patients musbatseet one of the following
criteria.
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Plus any one of the following:
a. Transferred between acute care facilities (in @y ou

b. Any patient that has sustained an injury (ICD-90.80 959.9) and is
referred from a trauma center or transferred taana center qualifies for
inclusion into the trauma registry.

c. Admitted to critical care unit (no minimum days).

d. Anyinjury that a patient has sustained in whioh platient is admitted to a
critical care unit qualifies for inclusion into thi&uma registry.

e. Hospitalization for three or more calendar days.

f.  Anytrauma patient hospitalized for three or makedar days due to
injuries sustained qualifies for inclusion into theuma registry.

g. Died after receiving any evaluation or treatment.

h. All deaths due to an injury that receive an evadueor treatment in the
Emergency Department qualify for inclusion into theuma registry.

i.  Admitted directly from Emergency Department to Gyierg Room for
major procedure, excluding plastics or orthopegiceedures on patients
that do not meet the three day hospitalizatioreeat

j-  Any trauma patient that is admitted directly frdme Emergency
Department to the Operating Room for a major prooedualifies for
inclusion into the trauma registry. Plastics andfthopedic procedures
that do not meet one of the other criteria forus@n into trauma registry
are EXCLUDED and do not quality for inclusion irttee trauma registry.

k. Triaged (per regional trauma protocols) to a tratwspital by pre-hospital
care regardless of severity.

I.  Any trauma patient that is triaged to a traumaeeby pre-hospital care
providers, per regional trauma protocols, qualif@sinclusion into the
trauma registry. Documentation verifying that thigerion was used must
be present in the patient's hospital chart to §usdi inclusion.

m. Treated in the Emergency Department by the tragaia tregardless of
severity of injury.

n. Anytrauma patient that arrives at a trauma ceanteris treated by a trauma
team as delineated by hospital policy qualifiesificiusion into the trauma
registry. Documentation verifying a trauma teativation and response
must be present in the patient's hospital chagtudify for inclusion.

0. The following primary ICD-9 diagnosis codes areleded and should NOT
be included in the trauma registry:
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p. ICD9Code 905-909 (Late effects of injuries)

g. Late Effects of Injuries, Poisonings, Toxic Effeasd Other External
Causes.

r. ICD9Code 930-939 (Foreign bodies)
s. Effects of Foreign Body Entering Through an Orifice

t.  Extremities and/or hip fractures from same heighitifi patients over the
age of 65.

Eighty-five percent of the available funds from HeTF are allocated to
participating trauma centers which shall furthéocate at least thirty percent
(30%) of the funds received by Level |, I, andtihuma centers to eligible
physicians.

Fifteen percent (15%) of available funds from t&TF are allocated to eligible
licensed ambulance services that provide pre-hadsgite to trauma victims.

Funds that are allocated to participating hospitlgible physicians and eligible
licensed ambulance services are disbursed threagihaf the designated
Trauma Care Regions annually.

Funds for the administration and development oftage's trauma care system
will be budgeted from available funds from the TCTExamples of
administrative and development costs are, but @rémited to, salaries and
fringe benefit costs for personnel (full-time araftgime equivalents) who
expend a portion of their time in trauma care adshiation and/or development,
travel and training costs for such personnel, fisemama care physicians and/or
other trauma professionals used in the developarfor maintenance of the
trauma care system, development and/or mainterdrazounting and auditing
of the use and distribution of the TCTF, admintbiacosts for designated
trauma care regions, and the costs associatedhwitthevelopment and/or
implementation of the state's trauma care systam {€lecommunication
systems, data storage and/or retrieval systeméicpalations costs, advertising,
equipment, etc.)

Amounts to be disbursed from the Trauma Care Trust shall be calculated in
accordance with the following formula:

a. On or about 1 October of each calendar yeat such other
times as the State Health Officer may direct, theesBu of Emergency Medical
Services shall obtain a Treasury report showindguhd balance in the Trauma
Care Trust Fund as of 1 October or as of the that&State Health Officer selects.
The fund balance in the TCTF on that date willledmount which in no case
can be exceeded in calculating the amount be loligéd according to the
formula set out herein. To obtain the amount tdib&ibuted, calculate the
following sum:
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i. Any amounts remaining from any previous fisgedr's
balance remaining undistributed. In other words, dollar amount received in a
prior fiscal year not reserved for a specific pwgand not distributed shall be
included in the current year’s distribution, plus

il Any fines or assessments received in a previscal
year, plus

iii. Any refunds to the fund of amounts distribdtin a
previous fiscal year that were received in theentrfiscal year, plus

iv. Any “play or pay” funds received in the cuntdiscal
year or a previous fiscal year not reserved fguexic purpose and remaining
undistributed.

b. An amount not to exceed Ten Thousand and NdXiars
($10,000.00) shall be set aside to be paid by #qgaBment of Health to the
appropriate Trauma Region for disbursement to €agkl IV Trauma Center
which has completed at least one year of satisfigattigible participation in the
Mississippi Trauma Care System as of the dateeot#iiculation (para. 7(a),
above).

C. An amount to be determined by the Departmert,agproved
by the MTAC shall be paid for administrative expesmand purposes in support
of the Mississippi Trauma Care System, to eacligiaating Trauma Region
having completed at least one year of satisfactiyible participation in the
Mississippi Trauma Care System.

d. The amount remaining after the above admirig&@payments
have been calculated, reserved and/or expenddtbstdistributed according to
the methodology set out in paragraphs “f” and “gldv.

e. Fifteen percent (15%) of the amount remainfiey a
administrative expenses shall be distributed toTtla@ima Regions for further
distribution to eligible licensed ambulance sersic&ligible licensed ambulance
services shall be those basic or advanced life@tjpmbulance services
licensed by the Bureau of Emergency Medical Seswaeo are active
participants in their local trauma region. Théckfn percent (15%) distribution
shall be calculated below. In the event there isentisan one eligible licensed
ambulance service active in one county, fundingHat county shall be
distributed to both services based on call volumetlber appropriate criteria as
approved by the department.

i. For purposes of determining amounts to beibisted to
participating, eligible, licensed ambulance sersiparsuant to this section, the
following definitions shall apply:

a). “Census” the most recent decennial
United States Census
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b). “Small Counties” those counties with a
population of less than 15,000 as identified mitiost recent “Census”.

c). “Large Counties” those counties with a
population = > 15,000 as identified in the moserd “Census”.

d). “Total Fund Balance” that portion of
the Trauma Care Trust Fund that is committeccenked Ambulance
Services.

e). “Disbursement” is the amount of the
EMS Component of the Trauma Care Trust Fund axdarad a particular
county.

f). “Small County Population
Percentage” — is the sum of “Small Counties” pafon as a percent of
the total state population as reflected by thetmexent decennial United
States Census.

Q). “Per Capita Portion” is the portion of
a Small County’s “Disbursement” that is calcuthby multiplying that
county’s “Small County Population Percentage” gy tTotal Fund
Balance”

h). “Dedicated Portion” is the portion of a
Small County’s “Disbursement” that is calculatgdsubtracting an
amount from the Total Fund Balance and dividingpagithe Small
Counties so that each Small County receives aal &@jgbursement that
is equal to or less than the Large County withloleest population.

i). “Adjusted Population” is determined
by adding the population from the Small Counéied subtracting that
sum from the state’s total population.

D). “Adjusted Fund Balance” was
calculated by subtracting the amount dedicatethi®smaller counties
from the total fund balance.

ii. Methodology:

a). The amount to be disbursed for each Small
County shall be equal for all Small Counties anchigulated in three
steps - a Per Capita Portion, a Dedicated Pordiod,a Total - as
follows:
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Per Capita Portion

Multiply the Small Counties Population Percentagehe Total Fund Balance.
Per Capita portion = (Small Counties PopulatiorcBetage X Total Fund Balance)
Dedicated Portion

The Dedicated Portion is calculated by subtracinggmount from the Total Fund
Balance and adding it to the Per Capita Portiothabthe sum of the Per Capita
Portion plus the Dedicated Portion is divided by tlumber of Small Counties,
AND the result is less than or equal to the Disbomsnt received by the Large
County with the population closest to or equal 5000.

Dedicated Portion = [(Per Capita Disbursement +i€eedd Portion) / (Number of
Small Counties)] </ = Disbursement of the Largei@y with lowest population

The Disbursement for small counties is calculateddiding the Per Capita and
Dedicated Portions.

Disbursement (for Small Counties) = (Per Capitaifay + (Dedicated Portion)
The amount to be disbursed for each Large County isalculated as follows:

Disbursement = (census population) / (Adjusted fadjmn) X (Adjusted Fund
Balance)

f. Eighty-five percent (85%) of the amount remagnafter administrative
expenses shall be distributed to the Trauma Redavrfarther distribution to
participating Trauma Centers. Thirty percent (3@¥dhe eighty-five percent
(85%) distributed to Level I, I, and Il traumarters shall be allocated to
eligible physicians. The eighty-five percent (858istribution shall be
calculated as set out herein in paragraphs g@utiir g(ii)(k), below.

i. Thirty percent (30%) of the amount reserved fo
distribution to hospitals shall be distributed adiog to a “fixed funding”
relative weight, which shall be calculated thusly:

a). With reference to the calculation of thefix
funding distribution, the following definitions shapply.

i). Total Hospital Fixed Fund — Trauma
Care Trust Fund — (BEMS Admin Expenses +
Trauma Region Admin Expenses + Level IV Admin
Expenses + EMS Distribution) X 0.30

ii). Number of Facilities — shall be the

number of duly licensed health care facilities
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licensed as a Level 1, Level 2 or Level 3 Trauma
Center

iii).  Relative Weights — Level 1 shall
equal 100%; Level 2 shall equal 87.5%; Level 3
shall equal 62.5%

iv).  Calculated Weight — Equals the
number of facilities licensed at a particular leokl
trauma center multiplied by the relative weight.

V). Total Weight — equals the sum of
calculated weights

vi).  Disbursement by Hospital Type —
equals Total Hospital Fixed Fund / Total Weight X
Relative Weight

vii).  Total Disbursement by Hospital
Type — equals the sum of Disbursement by Hospital

Type

b). Calculate thirty percent (30%) of the eigfitye
percent (85%) referred to in paragraph (g), above.

C. The relative weight for Level | Trauma Centers
shall be one hundred percent (100.00%). Theivelateight
for Level Il Trauma Centers shall be eighty-seved ane-half
percent (87.50%). The relative weight for LevélTitauma
Centers shall be sixty-two and one-half percent5@%).

d. Multiply the number of facilities in each
category (Level |, Level Il and Level lll) by thelative weights
of each category. The product of this operaticildie the
calculated weight of each type facility.

e. Sum the relative weights to obtain the
“calculated weight.”

f. Divide the total Fixed Hospital Reimbursement
amount by the product of the sum of the relativegines
(“calculated weight”) obtained in (e), above and thlative
weight assigned to that category.

g. The result is the amount to be distributed tthea
facility of that particular type (Level |, Level dr Level III).
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il Fifty percent (50%) of the amount reserved fo
distribution to hospitals shall be distributed ading to a “variable funding”
formula which shall be calculated thusly:

a.) Assign all cases an ISS severity index and
category of A, B,C or D according to the followitable:

ISS Severity Scorg  ISS Severity Index  Severity Gatg
1-9 1.02 A
10-15 2.02 B
16-24 3.80 C
>24 6.57 D
b). Calculate the number of cases treated bly ea

trauma center which fall within each ISS Severigteégory.

C). Multiply the total number of ISS Severity
Category A cases by the relative value assignnfeh0@ to arrive at the total
number of Category A points.

d). Multiply the total number of ISS Severity
Category B cases by the relative value assignnfeh0a to arrive at the total
number of Category B points.

e). Multiply the total number of ISS Severity
Category C cases by the relative value assignnieh860 to arrive at the total
number of Category C points.

f). Multiply the total number of ISS Severity
Category D cases by the relative value assignnféh6@ to arrive at the total
number of Category D points.

0). Add the points from Categories A, B, C, &nd
to arrive at a total number of points for eachtmaicenter.

h). Sum the number of points from all categorie
and all hospitals to arrive at a total number ahimfor all trauma centers.

i). Take the number of points for each hosgital
multiply that number by the total dollar amount fioe 50 percent of the TCTF
available for distribution to participating, eli¢gttrauma centers. Take the
product of that calculation and divide the resgittumber by the total number
of points for all trauma centers.

0. The resulting quotient is the dollar amoahthe
Hospital Variable Fund to be distributed to thauma center.
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K). Sum all the amounts to be distributed pansu
to the Hospital Variable Fund Calculation. The sofrall distributions should
not exceed fifty percent (50%) of the eighty-fivergent (85%) of the TCTF
available for distribution after administrative exges, payments to Level IV
trauma centers and administrative support paynteritauma regions.

iii. Five percent (5 %) of the amount reserveddistribution to
hospitals shall be distributed to designated bermtars within the Trauma Care
System. If more than one burn center is operatitigin the system, the 5%
will be distributed based on a pro-rata share tiépts as determined by
Trauma Registry inputs. (Note: Trauma patientsteditoward burn center
distribution cannot be used to determine hospaakble distribution.) If no
hospital has been designated as a burn cente titrth of the distribution, the
5% shall be included in the hospital fixed disttibo.

400.05 Play or Pay

1.

Every Mississippi licensed acute care facilitggpital) having an
organized emergency service or department shditipete in the
Mississippi Statewide Trauma Care System.

Hospitals with the potential to serve as Leyd| lor Ill Trauma Centers
must participate at the highest trauma designagiosl consistent with
its capabilities as determined by the Departmeiitasith.

Any hospital determined capable of participatisga Level IV Trauma
Center may make application to be designated a&vel lV Trauma
Center. A Level IV is required to submit datahie statewide trauma
registry and is eligible for $10,000 for adminisira costs as a
participant in the Statewide Trauma System.

Every hospital having an organized emergencyicepr department
shall submit data to the Trauma Registry.

Each year, all facilities shall complete a-application on forms as
provided by the Department whereby the facilityl aftest to the
presence or absence of services listed. Basduopaper assessment,
the Department shall render a preliminary decisiorthe facility’s
maximum potential designation level.

Paper Assessment Criteria:

a. Any service offered at a facility during normal less hours for
less than seven days a week, an application shakbt at the
appropriate level. Should the hospital choosemgérticipate in the
Mississippi Trauma Care System an invoice will biealated -
and/or prorated as determined appropriate - bypgpartment.

b. Level | trauma centers shall act as regional tgrtiare facilities at
the hub of the trauma care system. The facilitytrhase the ability
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to provide leadership and total care for every etspkinjury from
prevention to rehabilitation. As a tertiary fagjlithe Level | trauma
center must have adequate depth of resources asuhpel.

Required components include:

Vi,

Vii.

viii.

General Surgery

Neurological Surgery

Orthopedic Surgery

Emergency Medicine

Anesthesia

Post Anesthesia Care Unit (PACU)
Intensive Care Unit (ICU)

Surgical Residency Program

c. Levelll trauma center is an acute care facilitththe commitment,
resources and specialty training necessary to gecsophisticated
trauma care. The Level Il trauma center must hagddllowing
departments, divisions, or sections:

Vi.

Vii.

General Surgery

Neurological Surgery

Orthopedic Surgery

Emergency Medicine

Anesthesia

Post Anesthesia Care Unit (PACU)

Intensive Care Unit (ICU)

d. Levellll is expected to provide initial resuscitet of the trauma
patient and immediate operative intervention totmdmemorrhage
and to assure maximal stabilization prior to refeto a higher level
of care. All Level lll trauma centers will work daboratively with
other trauma facilities to develop transfer prote@nd a well-
defined transfer sequence.
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iii. Orthopedic Surgery
iv. Anesthesia
v. Post Anesthesia Care Unit (PACU)
vi. Intensive Care Unit (ICU)
6. The Department of Health shall utilize the eiteeontained herein to
determine the most appropriate level of particopati A paper
assessment shall be preformed on all qualifyiniities to determine a

preliminary level of participation. Information wan may be utilized in
making said determination may include, but is imitéd to:

a. licensure information

b. data provided in trauma center applications

C. inspection team reports

d. designation criteria as provided in these rulesragdlations
e. information obtained from other publicly availalsieurces.

f Evaluation shall be accomplished by the aboverite

determine one of the following:

i. hospitals that are qualified to participate in ttzeima
system but choose not to participate in the system,

ii. hospitals that are qualified to participate in sygtem
but participate at a level lower than that for vhibey

are capable.
7. Any hospital that:
g. chooses not to participate in the Statewide TraBgsiem as a
Level I, II, or Ill Trauma Center,
h. participates at a level lower than the level atchtit is capable

of participating, as determined by the Departmémienlth,

i. fails to maintain or becomes incapable of maintagnis
designation as a Level |, Il or lll Trauma Center,

j- has its designation as a Level |, Il, or Il Trau@enter
suspended or revoked by the Department of Health, o

k. becomes “non-designated” as a Level |, Il, or Hadma Center,
shall be assessed and shall pay the fee set @t bethe
Department of Health. All fees are due and payabteually on
or before January 1 of each year. Any event (@bdye,
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occurring during the calendar year shall resuthanhospital
owing a pro-rata portion of the fee. The fee assgshall be
pro-rated on a monthly basis by the Departmentezith.

8. The fee shall be paid in full upon written notifiicem from the Department of
Health. A schedule of fees follows assesses fiasilchoosing not to
participate in the statewide trauma care systerpadicipating at a level
lower than the level at which they are capable.

a. A facility shall receive a pre assessment surveinduhe first week
of July of each year to be completed and returad¢ld appropriate
Trauma Care Region by the first week of August.

b. Each Trauma Care Region will review the surveyaufhefacility
within the region, and will forward comments on thepartment
approved form to the Department detailing the lekrat each facility
is capable of participating in the Trauma Care @wysby the first
week of September.

c. On or about the third week in September an invaita application
will be sent by the Department to each facilityésponse to their
respective survey.

d. Payment in full or a completed designation apglicashall be
submitted within deadlines determined by the Deparit.

9. The fee schedule shall be reassessed and adjsstedessary each year by
the Mississippi Trauma Advisory Council. The Calgll recommend any
revisions to the Board of Health for approval.

The current fee schedule is as follows:

Current Level | Projected Leve| Fee for Non Compliance
Non Designated Level Il $1,492,000.00
Non Designated Level llI $ 758,000.00
Level Ill to Level Il $ 423,500.00
Level IV to Level Il $1,492,000.00
Level IV to Level 11l $ 758,000.00

400.06 Appeal Process
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Following the receipt of the assessment of anyntiaatee assessed hereunder, any party
assessed the fee may request a due process haatimg assessment.

a. Any such request for hearing must be filed by thgypassessed with the
Director of Emergency Medical Services, Mississipfate Department of
Health, within twenty days of the date of the assemnt.

b. The date of the assessment is defined as the thath the assessment is placed
in the United States Mail, postage pre-paid, addme$o the party assessed at the
address furnished by the party assessed to thaBofeEmergency Medical
Services, or to the address published by the partis usual and customary
business address. The date of the postmark shallitma facie evidence of the
date of the assessment.

c. The Director of Emergency Medical Services, upaeig of a valid, timely
request for a hearing, shall set said hearing ftata certain no more than ten
calendar days from the receipt of the request darring.

d. The hearing officer appointed to conduct the hepsimall be a person chosen or
appointed by the Director of the Office of Healttotection.

e. A stenographic record of said hearing shall be nigde certified shorthand

reporter. The record shall consist of all swostiteony taken, written,
documentary or other relevant evidence taken dtrezaring.

f.  The only issues for adjudication are:
a. The timeliness of notice of the assessment andatglof the same;
b. The trauma classification of the party; and
c. The calculation of the amount of the assessment.

g. Within 20 days of the receipt by the hearing offiokthe certified record, he or
she shall render findings of fact and conclusidiaw contained in an order.
The order so produced by the hearing officer dmlthe final order of the
Mississippi State Department of Health and shaklyygealable to a court of
competent jurisdiction.

h. If no appeal from the final order is taken withiventy (20) days of the date of

the order, the party assessed shall pay on oré#fertwentieth (2f) day
following the date of the order, the entire feeeased.

400.07 Delinquent Payments to the Trauma Care Fuusd

1. If a hospital fails to submit an application fors@gnation as a Trauma Center and
fails to pay the required fee for Non-compliancelayuary 1, a letter from the
BEMS will be sent via certified mail to the admimnétor of the hospital and the
Trauma Region administrator informing them thatrpagt is due no later than

The Mississippi Trauma Care System Regulations Bucf Emergency Medical Services/Trauma
Effective May 16, 2010 Office of Health Protection



33

20 days from the delivery date of the letter, @t the a request for a due process
hearing must be received at the BEMS no later #tadays from the delivery
date of the letter.

a) If the administrator fails to respond, or complywihe requirements, of
the certified letter, a letter will be sent by BEMthe Bureau of Health
Facilities Licensure and Certification documentargalleged violation
of the Minimum Standards for the Operation of Misgdpi Hospitals,
section 105.04, specifically that the governingyofithe hospital,
through its administrator, failed to take all re@alole steps to comply
with all applicable federal, state and local lawd aegulations. A copy
of the letter will be sent to the hospital admirdtdr and the Trauma
Region administrator via certified malil.

b) The Bureau of Health Facilities Licensure and diedtiion will conduct
an investigation of the alleged violation(s). fireding of Substantiated
is returned, BEMS will recommend to Licensure amdti@cation that
the hospital’s license be revoked. A copy of thisommendation will
be sent to the hospital administrator and the TeaR@gion
administrator via certified mail. A copy of recorandation will also be
sent to CMS.

c) Once the hospital has satisfied the requiremen8eofion 400.05,
BEMS will send a letter to License and Certificatrecommending
reinstatement of the hospital’s license with/withmstrictions, as
appropriate. A copy of this recommendation willdest to the hospital
administrator and the Trauma Region administracertified mail and
to CMS.

2. If a hospital elects to participate at a level lotvean the assessed capability and
fails to pay the required fee for Non-compliancelayuary 1, a letter from the
BEMS will be sent via certified mail to the adminégor of the hospital and the
Trauma Region administrator informing them thatrpagt is due no later than
20 days from the delivery date of the letter, @t the a request for a due process
hearing must be received at the BEMS no later #tadays from the delivery
date of the letter.

d) If the administrator fails to respond, or complytwihe requirements of
the certified letter, a letter will be sent by BEMSthe Bureau of Health
Facilities Licensure and Certification documentargalleged violation
of the Minimum Standards for the Operation of Misgipi Hospitals,
section 105.04, specifically that the governingybofithe hospital,
through its administrator, failed to take all re@@iole steps to comply
with all applicable federal, state and local lawd aegulations. A copy
of the letter will be sent to the hospital admirdtdr and the Trauma
Region administrator via certified mail.

e) The Bureau of Health Facilities Licensure and @iedtiion will conduct
an investigation of the alleged violation(s) and ffnding of
Substantiated is returned, BEMS will recommenditehsure and
Certification that the hospital’s license be rewabké\ copy of this
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recommendation will be sent to the hospital adriaier and the
Trauma Region administrator via certified mail.cépy of
recommendation will also be sent to CMS.

f) Once the hospital has satisfied the requiremengeofion 400.05,
BEMS will send a letter to License and Certificatrecommending
reinstatement of the hospital’s license with/withmstrictions as
appropriate. A copy of this recommendation willdest to the hospital
administrator and the Trauma Region administraicertified mail and
to CMS.

3. If a hospital fails to maintain designation as aurna Center:

g) The hospital must immediately notify the BEMS ahd Trauma Region
administrator when the loss of capability is exgpecied, and must
present, within 20 days of the event, supportingudeentation of the
loss of capability and the proposed correctiveoacti

h) BEMS will review the documentation and correctieti@n plan, and
will determine the effective date of pro-rationtlé fee for Non-
compliance.

i) BEMS will send a letter via certified mail to thedpital administrator
and the Trauma Region administrator informing thkeat payment is
due no later than 20 days from the delivery dathefetter, or that the a
request for a due process hearing must be recaivibeé BEMS no later
than 20 days from the delivery date of the letter.

j) If the administrator fails to respond, or complyiwihe requirements of
the certified letter, a letter will be sent by BEMthe Bureau of Health
Facilities Licensure and Certification documentargalleged violation
of the Minimum Standards for the Operation of Misgipi Hospitals,
section 105.04, specifically that the governingybofithe hospital,
through its administrator, failed to take all re@@iole steps to comply
with all applicable federal, state and local lawd aegulations. A copy
of the letter will be sent to the hospital admirdtdr and the Trauma
Region administrator via certified mail.

k) The Bureau of Health Facilities Licensure and diedtiion will conduct
an investigation of the alleged violation(s) and ffnding of
Substantiated is returned, BEMS will recommendit@hsure and
Certification that the hospital’s license be rewabké\ copy of this
recommendation will be sent to the hospital adrtiaier and the
Trauma Region administrator via certified mail.cépy of
recommendation will also be sent to CMS.

Once the hospital has satisfied the requiremen8eofion 400.05, BEMS will send a
letter to License and Certification recommendinigstatement of the hospital’s license
with/without restrictions as appropriate. A cogytlis recommendation will be sent to
the hospital administrator and the Trauma Regianimidtrator via certified mail and to
CMS.
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DATA COLLECTION

401.01 Trauma Care Regions to Implement Trauma Data Colletion

Trauma Care Regions shall implement the Departsstahdardized trauma data collection
instrument in all licensed hospitals which haveaniged emergency services or departments,
other trauma data collection instruments compatilite the Department's Trauma Registry as
determined by the Department. All trauma data ctiba instruments shall include the collection
of both prehospital and hospital patient care daid,shall be integrated into both the Region's
and the Department's data management systems.

All licensed hospitals which have organized emecgeservices or departmergall participate
in the Trauma Care Region data collection effodénordance with that Region's policies and
procedures.

Trauma Registry Data must be submitted by all gigdting hospitals to the Bureau of EMS and
the appropriate Region at least monthly.

401. 02 Reports by Trauma Care Regions

The Trauma Care Regions shall provide periodicntsgo all Trauma Centers in the Region and
shall provide reports to the Department at intergplecified by the Department.
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Chapter 05 TRAUMA SYSTEM EVALUATION

500 EVALUATION PROCESS

500.01 Development of Evaluation Process

Each Trauma Care Region shall be responsible fgoing evaluation of its trauma
care system. Accordingly, each Region shall devalppocedure for receiving
information from EMS providers, Trauma Centers #rallocal medical community on
the implementation of various components of thaji®&s trauma system, including
but not limitedto:

1.

2.

3.

4.

5.

6.

components of the Regional Trauma Plan,
triage criteria, and effectiveness,
activation of trauma team,

notification of specialists,

trauma center diversion, and

any other such information as requested by the Dapat.

500.02 Results to be Reported Annually

Based upon information received by the Region énethaluation process, the Region
shall annually (or as often as is necessary taésystem performance) prepare a
report containing results of the evaluation an@idgsmance improvement plan. Such
report shall be made available to all EMS provid&érauma Centers and the local
medical community.

The Region shall ensure that all Trauma Centefticjgate in this annual evaluation
process, and encourage all other hospitals thettn@ima patients to do likewise.

Specific information related to an individual pati®r practitioner shall not be released.
Aggregate system performance information and etialuavill be available for review.
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PERFORMANCE IMPROVEMENT

600 PERFORMANCE IMPROVEMENT PROCESS

600.01

600.02

Performance Improvement process for Trauma Centers

All Trauma Centers shall develop and have in paperformance improvement
process focusing on structure, process, and outesadaations which focus on
improvement efforts to identify root causes of peats, intervene to reduce or
eliminate these causes, and take steps to coheeprocess as set forth in the trauma
center level specific requirements. In additior, pinocess shall include:

a. adetailed audit of all trauma-related deaths, magmplications and transfers;

b. a multidisciplinary trauma peer review committeattimcludes all members of
the trauma team;

C. participation in the trauma system data managesystém; and

d. the ability to follow up on corrective actions teseire performance improvement
activities.

This system shall provide for input and feedbackrfithese patients and guardians to
hospital staff regarding the care provided.

Performance Improvement process for Trauma Care Reans

Each trauma care region shall be required to dpwvaatal implement a region-wide
trauma performance improvement program. This pmogshall, at a minimum, include
processes for the review of all region-wide poBg¢ierocedures, and protocols.
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INTERFACILITY TRANSFERS OF TRAUMA PATIE NTS

700 INTERFACILITY TRANSFERS

700.01 When Transfers Permitted

700.02

700.03

Patients may be transferred between and from Tralmméers provided that any such
transfer be:

a. medically prudent, as determined by the transfgriiauma center physician of
record;

b. in accordance with the designated Trauma Care Regier-facility transfer
policies.

Interfacility Transfer Policies

Trauma Center hospitals shall develop written datéor consultation and transfer of
patients needing a higher level of care.

Trauma Center hospitals that repatriate traumaipistishall provide data required by
the system trauma registry, as specified by detégnBrauma Care Region policies, to
the receiving trauma center for inclusion in thetegn trauma registry.

Trauma Centers receiving transferred trauma patiemll participate in the Regional
performance improvement process outlined in Chdpter

Burn Unit Referral Criteria

A burn unit may treat adults or children or both.
Burn injuries that should be considered for refexra burn unit include the following:
a. Partial thickness burns greater than 10% total lsoface area (TBSA);
b. Burns that involve the face, hands, feet, genitakaineum, or major joints;
C. Third-degree burns in any age group;
d. Electric burns, including lightning injury;
€. Chemical burns;
f.  Inhalation injury;

g. Burninjury in patients with preexisting medicasdiders that could prolong
recovery, or affect mortality;

h.  Any patients with burns and concomitant traumalf{sagfractures) in which the
burn injury poses the greatest risk of morbidityrmrtality. In such cases, if the
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trauma poses the greater immediate risk, the patiag be initially stabilized in
the trauma center before being transferred to a boit. Physician judgment
will be necessary in such situations and shoulih lsencert with the regional
medical control plan and triage protocols;

i.  Burned children in hospitals without qualified pmrsel or equipment for the
care of children; and

j. Burn injury in patients who will require specialcg, emotional, or long-tern
rehabilitative intervention.
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Chapter 08 TRAUMA CENTER LEVELS

In accordance with Miss. Code Ann. §63-13-11 (asraded), the department shall promulgate
regulations specifying the methods and proceduyashich Mississippi-licensed acute care
facilities shall participate in the statewide traugystem.

The following sections represent the mechanisndéermining the appropriate level of
participation for each facility or class of fadiis. Non compliance with this section shall reBult
a fee payable by the institution to the Trauma Jawest Fund as set forth in the “Pay or Play”
section of these regulations.

LEVEL | TRAUMA CENTER

Level | trauma centers shall act as regional terare facilities at the hub of the trauma care
system. The facility must have the ability to gdevleadership and total care for every aspect of
injury from prevention to rehabilitation. As atiary facility, the Level | trauma center must
have adequate depth of resources and personnel.

The Level | trauma centers in the State of Mispj@idhave the responsibility of providing
leadership in education, trauma prevention, rebeand system planning.

HOSPITAL ORGANIZATION

800.01 Trauma Program

There must be a written commitment on behalf ofethigre facility to the organization
of trauma care. The written commitment shall bthanform of a resolution passed by
an appropriate quorum of the members of the gongrauthority. Should the business
organization be other than a corporation, a letkgtaining such together with a written
commitment of the hospital's chief executive offite the establishment of a trauma
care program may be sufficient. The trauma programt be established and
recognized by the medical staff and hospital adsti@iion. The trauma program must
come under the direction of a board-certified sargeith special interest in trauma
care. An identified hospital administrative leaderst work closely with the trauma
medical director to establish and maintain the comepts of the trauma program
including appropriate financial support. The traupnogram location in the
organizational structure of the hospital must behghat it may interact effectively with
at least equal authority with other departmentsiging patient care. The
administrative structure should minimally includeadministrator, medical director,
trauma program manager (TPM), trauma registrart@appropriate support staff.
Administrative support includes human resourcesgation activities, community
outreach activities, and research. The traumargnognust be multidisciplinary in
nature and the performance improvement evaluafidhi©care should be extended to
all the involved departments.

Compliance with the above will be evidenced bytmttconfined to

1. Governing authority and medical staff lettecommitment in the form of a
resolution
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2. Written policies and procedures and guidelimesére of the trauma patient
3. Defined trauma team and written roles and resipdities

4, Appointed Trauma Medical Director with a writfit description

5. Appointed Trauma Program Manager with a wriftdndescription

6. A written Trauma Performance Improvement plan

7. Documentation of trauma center representattemdénce at the regional trauma
advisory committee meetings

800.02 Trauma Service

The trauma service must be established and reaadybiz the medical staff and be
responsible for the overall coordination and mansayg of the system of care rendered
to the injured patient. The trauma service willyilm each organization depending on
the needs of the patient and the resources awaildlile trauma service must come
under the organization and direction of a surgeba is board certified with special
interest in trauma care. All patients with mukiglystem trauma or major injury must
be evaluated by the trauma service. The surgeponsible for the overall care of the
patient must be identified.

800.03 Trauma Team

The team approach is optimal in the care of theiplelinjured patient. There must be
identified members of the trauma team. Policierikhbe in place describing the
respective role of all personnel on the trauma tedhe composition of the trauma
team in any hospital will depend on the charadies®f the hospital and it's staff. In
some instances a tiered response may be approplii@diered response is employed
written policy must be in place and the system rtwoad by the PI process. All
physicians on the trauma team responsible for tiligthe initial resuscitation of the
trauma patients must be currently certified in Almeerican College of Surgeons
Advanced Trauma Life Support (ATLS). Suggestedpaosition of the trauma team
for a severely injured patient may include:

a. Anesthesiologist

b. Pediatricians

c. Emergency Physicians

d. Physician Specialist

e. Laboratory Technicians as dictated by clinical reed

f.  Mental Health/Social Services/Radiology Technicians

g. Pastoral Care
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h. Respiratory Therapist

i. Nurses: ED, OR, ICU, etc.

J.  General/Trauma Surgeon

K. Security officers
NOTE: Physicians must obtain ATLS within one yédris ATLS verification must be
recognized by the American Board of Medical Spgegl ATLS requirements is

waived for Board Certified Emergency Medicine amdu8l Certified General Surgery
Physicians.

800.04 Medical Director

Level | Trauma Centers must have a physician direxftthe trauma program. The
medical director plays an important administratioie. The medical director must be a
board-certified surgeon with special interest autna care. The medical director will
be responsible for developing a performance imprarg process and will have

overall accountability and administrative authofiy the trauma program. The
medical director must be given administrative supfmimplement the requirements
specified by the State trauma plan. The directoesponsible for working with the
credentialing process of the hospital, and in cthation with the appropriate service
chiefs, for recommending appointment and removalhgkicians from the trauma
team. He should cooperate with nursing administnab support the nursing needs of
the trauma patient and develop treatment protdoolhe trauma patients. The director
in collaboration with the Trauma Program ManageMT$hould coordinate the
budgetary process for the trauma program. Thetdirenust be currently certified in
Advanced Trauma Life Support (ATLS), maintain padnvolvement in care of the
injured, maintain education in trauma care, anchtaai involvement in professional
organizations. The trauma director must be agtivelolved with the trauma system
development at the community, regional and statelle

800.05 Multidisciplinary Trauma Committee

The purpose of the committee is to provide ovetsagla leadership to the entire trauma
program. The exact format will be hospital speahd may be accomplished by
collaboration with another designated trauma centtre region. Each trauma center
may choose to have one or more committees as néeaedomplish the task. One
committee should be multidisciplinary and focusppogram oversight and leadership.
The major focus will be on PI activities, policywédopment, communication among all
team members, and establishment of standardsefamad education and outreach
programs for injury prevention. The committee administrative and systematic
control and oversees implementation of all progralated services, meets regularly,
takes attendance, maintains minutes and worksrteatmverall program deficiencies
to optimize patient care. Suggested membershithéocommittee includes
representatives from:

a. Administration
b. Operating Room
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C. Anesthesia

d. Orthopedics

e. Emergency Medicine

f.  Pediatrics

g. General Surgery

h. Prehospital Care Providers
i. Intensive Care

J. Radiology

k. Laboratory

[.  Rehabilitation
m. Neurosurgery

n. Respiratory Therapy

0. Nursing

p. Trauma Program Manager/TPM

g. The clinical managers (or designees) of the departsnnvolved with
trauma care should play an active role with the odtee.

The trauma center may wish to accomplish performamprovement activities in this
committee or develop a separate peer review comnitfThis committee should
handle peer review independent from departmentthesgéew. The committee must
meet regularly and maintain attendance and minukegs committee must report
findings to the overall hospital performance immment program.

800.06 Trauma Program Manager/TPM

Level | Trauma Centers must have a registered napsking full time in the role of
Trauma Program Manager/TPM. Working in conjunctioth the medical director, the
Trauma Program Manager/TPM is responsible for drgaion of the program and all
systems necessary for the multidisciplinary apgndhooughout the continuum of
trauma care. The Trauma Program Manager/TPMspporesible for working with the
trauma team to assure optimal patient care. Terenany requirements for data
coordination and performance improvement, educatiwhprevention activities
incumbent upon this position.

The Trauma Program Manager/TPM or his/hers desigheeld offer or coordinate
services for trauma education. The Trauma ProdWlamager/TPM should liaison with
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local EMS personnel, the Department, Regional Teadavisory Committee and other
trauma centers.

800.07 Hospital Departments/Divisions/Sections

The Level | trauma center must have the followiegattments, divisions, or sections:

1.

2.

3.

8.

General Surgery, (identified liaison)
Neurological Surgery, (identified liaison)
Orthopedic Surgery, (identified liaison)
Emergency Medicine, (identified liaison)
Anesthesia, (identified liaison)

PACU,

Intensive Care Unit,

Respiratory Therapy

801. CLINICAL COMPONENTS

801.01 Required Components

Level | trauma centers must maintain publisheds@iedules and have the following
medical specialist immediately available 24 howag/d

a.

b.

Emergency Medicine (In-house 24 hours/day)

Trauma/General Surgery (In-house 24/hours)

Note: The trauma surgeon on-call must be unencueabend immediately available to
respond to the trauma patient. The 24 hour-in-lecargilability of the attending
surgeon is the most direct method for providing thivolvement. A PGY 4 or 5 resident
may be approved to begin the resuscitation whilaitimg the arrival of the attending
surgeon but cannot be considered a replacemerthéoattending surgeon in the ED.
This may allow the attending surgeon to take calinfoutside the hospital. The general
surgeon is expected to be in the emergency depatripen arrival of the seriously
injured patient. Hospital policy must be estalid to define conditions requiring the
trauma surgeon’s presence with the clear requirenoerthe part of the hospital and
surgeon that the surgeon will participate in thelg&are of the patient. The trauma
surgeon’s participation in major therapeutic deoiss, presence in the emergency
department for major resuscitation and presenceperative procedures is mandatory.
There must be a back-up surgeon schedule publishiee.surgeon on-call must be
dedicated to the trauma center and not on-callng ather hospital while on trauma call.
A system must be developed to assure early ndidficaf the on-call to any other
hospital while on trauma call. A system must bestiged to assure notification of the
on-call surgeon and compliance with these critenal their appropriateness must be
documented and monitored by the PI process.
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Anesthesia (In-house 24 hours/day)

Note: Anesthesia must be promptly available witheechanism established to ensure
early notification of the on-call anesthesiologisAnesthesia must be in-house and
available 24 hours/day. Anesthesia chief residentSertified Nurse Anesthetist
(CRNASs) may fill this requirement. When residemt€RNAs are utilized, the staff
anesthesiologist on-call will be advised, prompthailable, and present for all
operations. Hospital policy must be establishedetermine when the anesthesiologist
must be immediately available for airway controtlaassisting with resuscitation. The
availability of the anesthesiologist and the abseoftdelays in airway control or
operative anesthesia must be documented and meditwy the PI process.

The following specialists must be on-call and prdgnavailable 24 hours/day:

The Mississippi Trauma Care System Regulations
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i. Cardiac Surgery
ii. Cardiology

iii. Critical Care Medicine

iv. Hand Surgery

V. Infectious Disease

Vi. Microvascular Surgery
Vii. Nephrology

viii. Neurologic Surgery

Note: The neurosurgeons on the trauma team musbae certified The neurosurgery
liaison must maintain 48 hours of trauma CME ovetears and it is desirable maintain
current ATLS certification, a mechanism may bel#istiaed to “grandfather” non-board
certified neurosurgeons as determined by hospithty. The neurosurgeon liaison to
the trauma service must attend 50% of the peeevecommittees annually and
participate in the Multidisciplinary Trauma Comnei&. It is desirable to have the
neurosurgeon dedicated to the trauma center selbile on-call or a back up schedule
should be available.

iX. Nutritional Support

X. Obstetrics/Gynecologic Surgery
Xi. Ophthalmic Surgery

Xii. Oral/Maxillofacial

Xiii. Orthopedic Surgery

Note: The orthopedics liaison on the trauma teamstrbe board certified, maintain 48
hours of trauma related CME over 3 years and désirable to maintain current ATLS
certification. In Mississippi, a mechanism mayels&blished to “grandfather” non-
board certified orthopedists as determined by hasjpiolicy. Achieving the standard
for ATLS may take three to five years due to alditg to ATLS course in the state. The
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orthopedic liaison to the Trauma Service must att®d% of the peer review committees
annually and participate with the Multidisciplinafrauma Committee. It is desirable to
have the orthopedists dedicated to the trauma cesately while on-call or a back up
schedule should be available.

Xiv. Pediatrics

XV. Plastic Surgery

XVi. Pulmonary Medicine
XVil. Radiology

Xviii. Thoracic Surgery

Recognizing that early rehabilitation is imperatigethe trauma patient, a physical
medicine and rehabilitation specialist must belabée for the trauma program.

A trauma surgeon is presumed to be qualified ané pavileges to provide emergency
thoracic surgical care to patients with thoracjariies. If this is not the case, the
facility should have a board-certified thoracicgaon immediately available.

Polices and procedures should exist to notify thtéept's primary physician of the
patient's condition.

801.02 OQualifications of Physicians on the Trauma Team

Basic to qualification for trauma care for any sy is Board Certification in a
surgical specialty recognized by the American Badriledical Specialties, the
Advisory Board for Osteopathic Specialties, the &@pollege of Physicianghe
American Dental Association and Surgeons of Canadather appropriate foreign
board. Many boards require a practice period.hSurcindividual may be included
when recognition by major professional organizatibas been received in their
specialty. The board certification criteria apfythe general surgeons, orthopedic
surgeons, and neurosurgeons.

a. Alternate criteria in lieu of board certificationeaas follows:

b. A non-board certified general surgeon must havepteiad a surgical
residency program.

c. He/she must be licensed to practice medicine.
d. Approved by the hospital's credentialing commifteesurgical privileges.

e. The surgeon must meet all criteria establishedhbytrauma director to
serve on the trauma team.

f.  The surgeons’ experience in caring for the trauat@épt must be tracked
by the PI program.
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The trauma director must attest to the surgeon®éence and quality as part of
the recurring granting of trauma team privileges.

The trauma director using the trauma PI prograrasponsible for determining
each general surgeon's ability to participate ertthuma team.

The surgeon is expected to serve as the captdlire sésuscitating team and is
expected to be in the emergency department upomiof the seriously injured
patient to make key decisions about the manageafi¢hé trauma patient's care.
The surgeon will coordinate all aspects of treatimeocluding resuscitation,
operation, critical care, recuperation and rehtaitin (as appropriate in a Level
| facility) and determine if the patient needs saort to a higher lever of care. If
transport is required he/she is accountable fordination of the process with
the receiving physician at the receiving facilityf the patient is to be admitted
to the Level | trauma center, the surgeon is tmithithg physician and will
coordinate the patient care while hospitalized.idélines should be written at
the local level to determine which types of patestiould be admitted to the
Level | trauma center or which patients should tres@ered for transfer to a
higher level of care.

The general surgery liaison and emergency physl@aon must participate in a
multidisciplinary trauma committee and the Pl pascePeer review committee
attendance must be greater than fifty percent ayear's period of time.
General Surgery and Emergency physicians mustioertly certified in ATLS,
and it is desirable that they be involved in astdarty eight (48) hours of trauma
related continuing education (CME) every 3 years.

NOTE: Physicians must obtain ATLS within one yéris ATLS verification
must be recognized by the American Board of Me@palialties. ATLS
requirements are waived for Board Certified EmeyeRMedicine and Board
Certified General Surgery Physicians.

For those physicians providing emergency medicoinerage, board certification
in Emergency Medicine is desirable. However, aaeeeergency medicine
physicians who are board certified in a speciatognized by the American
Board of Medical Specialties, a Canadian Boardtloeroequivalent foreign
board meets the requirements.

Alternative criteria for the non-boarded physiciaorking in the Emergency
Department are as follows:

a. He/she must be licensed to practice medicine

b. Approved by the hospital's credentialing commifteeemergency medicine
privileges.

c. The physician must meet all criteria establishethigytrauma and
emergency medical director to serve on the tra@aant

d. The physician's experience in caring for the trapatient must be tracked
by the PI program.
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e. The trauma and emergency medical director musttdti¢he physician's
experience and quality as part of the recurringtimg of trauma team
privileges.

f.  Residency in Emergency Medicine is desirable.

802. FACILITY STANDARDS

802.01 Emergency Department

The facility must have an emergency departmenisidiv, service, or section staffed so
trauma patients are assured immediate and appmprital care. The emergency
physician must be in-house 24 hours/day and imrtedgliavailable at all times. The
emergency department medical director must meaett@mmmended requirements
related to commitment, experience, continuing etioicaongoing credentialing, and
board certification in emergency medicine.

The director of the emergency department, alonly thié trauma director, will establish
trauma-specific credentials that should exceecetttivst are required for general
hospital privileges. Examples of credentialinguiegments would include skill
proficiency, training requirements, conferencerattace, education requirements,
ATLS verification and specialty board certification

The emergency physician liaison must maintaitd&rs of trauma related CME over 3
years. Over a three-year period, at least onef@4lhours) should be obtained outside
the physician's own institution.

Emergency physicians must maintain ATLS verificatio

NOTE: Physicians must obtain ATLS within one yédris ATLS verification must be
recognized by the American Board of Medical Spaeml ATLS requirements is
waived for Board Certified Emergency Medicine amdu8l Certified General Surgery
Physicians.

The emergency medicine physician will be respordidt activating the trauma team
based on predetermined response protocols. Hewilide team leadership and care
for the trauma patient until the arrival of thegaon in the resuscitation area. The
emergency department must have established standiaddorocedures to ensure
immediate and appropriate care for the adult anlibpéc trauma patient. The
emergency department medical director, or his/ksigihee, must act as a liaison and
participate with the Multidisciplinary Trauma Conttae and the trauma Pl process.

Basic to qualification for trauma care for any phian is board certification in a
specialty recognized by the American Board of Mab®pecialties, the Advisory
Board of Osteopathic Specialties, the Royal Collggehysicians and Surgeons of
Canada, or other appropriate foreign board.

Alternate criteria in lieu of board certificationeaas follows:

1. A non-board certified physician must have completedpproved residency
program.
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2. He/she must be licensed to practice medicine.
3. Approved for emergency medicine by the hospitabsientialing committee.

4. The physician must meet all criteria establishethigytrauma director and
emergency medical director to serve on the trawaant

5. The physician's experience in caring for the trapaident must be tracked by
the PI Program.

6. The trauma director and emergency medicine direntgst attest to the
physicians' experience and quality as part of ¢leeinring granting of trauma
team privileges.

7. Must have at least 12 months experience carinthéotrauma patient tracked
by the Pl program.

There should be an adequate number of RN's staffingrauma resuscitation area in-
house 24 hours/day. Emergency nurses staffingydlbiena resuscitation area must be a
current provider of Trauma Nurse Core CurriculuCIC) and participate in the
ongoing PI process of the trauma program. Therst fmeia written plan ensuring
nurses maintain ongoing trauma specific education.

NOTE: ER nurses must obtain TNCC within 18 months.

There is a complete list of required equipment ssaey for the ED can be found in
Section 804.01.

802.02 Surgical Suites/Anesthesia

The operating room (OR) must be staffed and availmbhouse 24 hours/day.

The OR nurses should participate in the care ofrthena patient and be competent in
the surgical stabilization of the major trauma gatti

The Surgical nurses are an integral member ofréharta team, and must participate in
the ongoing Pl process of the trauma program arrdfiresented on the
Multidisciplinary Trauma Committee.

The OR supervisor must be able to demonstratepatfration scheme to assure the
availability of an operating room for the emerggatima during a busy operative
schedule. There must be an on-call system fottiadel personnel for multiple patient
admissions.

There is a complete list of required equipment seaey for Surgery can be found in
Section 804.01.

The anesthesia department in a Level | trauma cehtaild be ideally organized and
run by an anesthesiologist who is highly experidrened devoted to the care of the
injured patient. If this is not the director, areathesiology liaison with the same
qualifications should be identified. Anesthesiagdb@n the trauma team must have
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successfully completed an anesthesia residencyarogpproved by the Accreditation
Council for Graduate Medical Education, the Amari&woard of Osteopathic
Specialties and have board certification in anestheOne anesthesiologist should
maintain commitment to education in trauma relaeesthesia.

Anesthesia must be available in-house 24 hourstithya mechanism established to
ensure early notification of the on-call anesthiesjist. Anesthesia requirements may
be fulfilled by anesthesia chief residents or GiediRegistered Nurse Anesthetist
(CRNAS) who are capable of assessing emergentisitisan trauma patients and of
providing indicated treatment, including initiatiofsurgical anesthesia. When the
CRNA or chief resident is used to meet this request, the staff Anesthesiologist will
be advised and promptly available at all times predent for operations. Trauma
centers must document conditions when the anestbgiit must be immediately
available for airway emergencies and operative gament of the trauma patient. The
availability of the anesthesiologist and the absesfadelays in operative anesthesia
must be documented and monitored by the PI procHEss.anesthesiologist
participating on the trauma team must participatdné Multidisciplinary Trauma
Committee and the trauma PI process.

802.03 Post Anesthesia Care Unit (PACU)

Level | trauma centers must have a PACU staffedd#s/day and available to the
postoperative trauma patient. Frequently it issaatizgeous to bypass the PACU and
directly admit to the ICU. In this instance, ti@J may meet these requirements.

PACU nurses must show evidence of completion ¢fiecired in-service program.
There must be a written plan ensuring nurses maintegoing trauma specific
education.

PACU staffing should be in sufficient numbers toetnie critical needs of the trauma
patient. A complete list of required equipmentassary for the PACU can be found in
Section 804.01.

802.04 Intensive Care Unit

Level | trauma centers must have an Intensive Oaie(ICU) that meets the needs of
the adult trauma patient.

a. Surgical Director

The surgical director for the ICU — which housealina patients - must have
obtained critical care training during residencyedlowship and must have
expertise in the preoperative and post injury cdtbe injured patient. This is
best demonstrated by a certificate of added qaatifin in surgical critical care
from the American Board of Surgery and may alséulfdled by documentation
of active participation during the preceding 12 tharin trauma patients' ICU
care and ICU administration and critical care-edatontinuing medical
education. The director is responsible for thalitgiof care and administration
of the ICU and will set policy and establish stanadzof care to meet the unique
needs of the trauma patient.
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b. Physician Coverage

The trauma service assumes and maintains resplagdiini the care of the
multiple injured patient. A surgically directedUhysician team is essential.
The team will provide in-house physician coveragreall ICU trauma patients at
all times. This service can be staffed by appaiply trained physicians from
different specialties, but must be led by a quadifsurgeon as determined by
critical care credentials consistent with the malditaff privileging process of
the institution.

There must be in-house physician coverage for@eadt all times. A physician
credentialed by the facility for critical care skibbe promptly available to the
trauma patient in the ICU 24 hours/day. This cageris for emergencies only
and is not intended to replace the primary surdmdmather is intended to ensure
that the patient's immediate needs are met whilestingeon is contacted.

The trauma service should maintain the responilidr the care of the patient
as long as the patient remains critically ill. eThrauma service must remain in
charge of the patient and coordinate all therapealgcisions. The responsible
trauma surgeon or designee should write all ord€he trauma surgeon should
maintain control over all aspects of care, inclgdit not limited to respiratory
care and management of mechanical ventilationgpt@nt and use of pulmonary
catheters; management of fluid and electrolytetirgerobials, and enteral and
parenteral nutrition.

C. Nursing Personnel

Level | trauma centers must provide staffing irfisi€ht numbers to meet the
critical needs of the trauma patient. Criticalecaurses must show evidence of
completion of a structured in-service prograhiere must be a written plan
ensuring nurses maintain ongoing trauma specific&ibn. ICU nurses are
integral part of the trauma team and as such, dimirepresented on the
Multidisciplinary Trauma Committee and participatehe Pl process of the
trauma program.

There is a complete list of necessary equipmerthi®tCU in Section 804.01.
803. CLINICAL SUPPORT SERVICES

803.01 Respiratory Therapy Service

The service must be staffed with qualified persbimbéiouse 24 hours/day to provide
the necessary treatment for the injured patient.

803.02 Radiological Service

A radiological service must have a certified ragiptal technician in-house 24
hours/day and immediately available at all timasgieneral radiological procedures.
Sonography, angiography, and MRI must be availabthe trauma team. A technician
must be in-house and immediately available for astenized tomography (CT) for
both head and body. Specialty procedures suchgisgraphy, MRI, and sonography
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may be covered with a technician on-call. If thehinician is not in-house 24 hours/day
for special procedures the performance improvemetess must document and
monitor that the procedure is promptly available.

A board-certified radiologist should administer trepartment and participate actively
in the trauma education and Pl process. A stdfbtagist must be promptly available,
when requested, for the interpretation of radiolgsaperformance of complex imaging
studies or interventional procedures. The radistagust insure the preliminary
interpretations are promptly reported to the trateaan and the Pl program must
monitor all changes in interpretation.

Written policy should exist delineating the priadttion/availability of the CT scanner
for trauma patients. The PI process must ensaterduma patients are accompanied
by appropriately trained licensed providers and tihe appropriate resuscitation and
monitoring are provided during transportation td ahile in the radiology department.

The radiologist must ensure the preliminary intetgtions are promptly reported to the
trauma team and the Pl Program must monitor ahigbs in interpretation.

803.03 Clinical Laboratory Service

Clinical laboratory service must have the followsgyvices available in-house 24
hours/day:

a. Access to a blood bank and adequate storage iiiliSufficient quantities of
blood and blood products must be maintained dinaéls. Blood typing and
cross-match capabilities must be readily available.

b. Standard analysis of blood, urine and other badgig4lincluding micro-sampling
when appropriate.

Cc. Blood gas and PH determinations (this function ipaperformed by services
other than the clinical laboratory service, whepligable.)

d. Alcohol screening is required and drug screenirighly recommended.

e. Coagulation studies.

f.  Microbiology
Sufficient numbers of clinical laboratory techndkig shall be in-house 24 hours/day
and promptly available at all times. It is antitipd that facilities may cross-train

personnel for other roles. This is acceptablemg as there is no response delay.

803.04 Acute Hemodialysis

Level | Trauma Centers must have Acute Hemodiabksigsices. There must be a
written transfer agreement with a facility thatyides this service if this service if it is
not available at the Level | trauma center.
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803.05 Burn Care

There must be a written transfer agreement to a Benter if this service is
unavailable at the Level | trauma center. Polieied procedures should be in place to
assure the appropriate care is rendered durinigitied resuscitation and transfer of the
patient.

803.06 Rehabilitation/Social Services

The rehabilitation of the trauma patient and thetiooied support of the family
members are an important part of the trauma systeach facility will be required to
address a plan for integration of rehabilitatiotoithe acute and primary care of the
trauma patient, at the earliest stage possible aftmission to the trauma center.
Hospitals will be required to identify a mechanininitiate rehabilitation services
and/or consultation in a timely manner as well @gjgs regarding coordination of the
Multidisciplinary Rehabilitation Team. Policies silbe in place to address the
coordination of transfers between acute care fesland approved rehabilitation
facilities. There must be a written transfer agreet with a facility that provides this
service if this service is not available at the éldvTrauma Center. Transfer
agreements should include a feedback mechanisthdacute care facilities to update
the health care team on the patient's progress@iedme for inclusion in the trauma
registry. The rehabilitation services should miaily include; Occupational Therapy,
Physical Therapy, and Speech Pathology.

The nature of traumatic injury requires that thgcpslogical needs of the patient and
family are considered and addressed in the acagestof injury and throughout the
continuum of recovery. Adequate number of traipedsonnel must be readily
available to the trauma patients and family. Paogr must be available to meet the
unique need of the trauma patient.

803.07 Prevention/Public Outreach

Level | trauma centers will be responsible for taka lead role in coordination of
appropriate agencies, professional groups and tatspi their region to develop a
strategic plan for public awareness. This plantrtale into consideration public
awareness of the trauma system, access to thersymtélic support for the system, as
well as specific prevention strategies. Prevenpimyrams must be specific to the
needs of the region. The trauma registry data brusitilized to identify injury trends
and focus prevention needs.

Outreach is the act of providing resources to iiddi&ls and institutions that do not
have the opportunities to maintain current knowkedgd skills. Staff members at a
Level | trauma center must provide consultatiostedf members of other level
facilities. For example: Advanced Trauma Life Bop (ATLS), Pre Hospital Trauma
Life Support (PHTLS), Trauma Nurse Curriculum Ca&fSNCC), and Flight Nurse
Advanced Trauma Course (FNATC) courses can be gwiat! by the trauma center.
Trauma physicians must provide a formal follow apeferring physicians/designee
about specific patients to educate the practitiémethe benefit of further injured
patients.
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803.08 Transfer Protocol

Level | trauma centers should work in collaboratidth the referral trauma facilities in
their region and develop interfacility transferdglines. These guidelines must address
criteria to identify high-risk trauma patients ticauld benefit from a higher level of
trauma care. All designated facilities will agtegorovide services to the trauma

victim regardless of his/her ability to pay.

When a patient in need of trauma services is teared to a receiving facility capable
of providing the needed care, from a transferranglity which cannot provide an
adequate level of care, the following shall applyhen a determination is made by
appropriate medical personnel of the receivindifgdthat a patient transferred from
the transferring facility has been stabilized, oiager has an emergency medical
condition or no longer requires the specialty smwiprovided at the receiving facility,
but the patient still requires further acute c#re,transferring facility, with the consent
of the patient and the patient’s physician, agteesadmit the transferred patient for
appropriate acute care within 24 to 48 hours ohsudetermination. The patient’s
physician, the chief of the medical staff or otaathorized representative of the
transferring facility shall facilitate the identifition of the patient’s physician or his/her
designee to accept the patient and transfer thenpéiack to the transferring facility.

Transfer protocols must be written for specialfnal centers such as pediatrics,
burns or spinal cord injury when these serviceatevailable to the trauma center.
The transfer protocols muisiclude a feedback loop so that the primary praviges a
good understanding of the patient outcome. Evifoyteshould be made to repatriate
the trauma patient to his/her local community hiadir provider hospital if
appropriate.

803.09 Performance Improvement/Evaluation

A key element in trauma system planning is evatumathll licensed hospitals which
have organized emergency services or departmelttseniequired to participate in the
statewide trauma registry for the purpose of supmppeer review and performance
improvement activities at the local, regional atateslevels. Since these data relate to
specific trauma patients and are used to evalueténaprove the quality of health care
services, this data is confidential as provideMliss. Code Anrg41-59-77. Level |
trauma facilities may be responsible for directstaace to all other levels of referring
facilities in providing data for inclusion in thegistry.

Each trauma center must develop an internal traapeeific Performance Improvement
(PI) plan that minimally addresses the following kemponents and is fully integrated
into the hospital wide program:

a. An organizational structure that facilitates pemriance improvement
(Multidisciplinary Trauma Committee).

b. Clearly defined authority and accountability foe gprogram.

c. Clearly stated goals and objectives one of whidukhbe reduction of
inappropriate variations in care.
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d. Development of expectations (criteria) from evideshbased guidelines,
pathways and protocols. These should be apprepoajectively defined
standards to determine quality of care.

e. Explicit definitions of outcomes derived from inational standards.

f.  Documentation system to monitor performance, ctisre@ction and the result
of the actions taken.

g. A process to delineate credentialing of all trawsmevice physicians.

h. Aninformed peer review process utilizing a mukiplinary method.
i. A method for comparing patient outcomes with coragwgurvival probability.
J.  Autopsy information on all deaths when available.

k. Review of prehospital care.
I.  Review of times and reasons for trauma bypass.

m. Review of times and reasons for trauma transfers.

n. Audit of trauma deaths.

0. Morbidity and Mortality review.

Representatives from the Level | trauma centell glaalicipate in the Regional Trauma
Advisory Committees and the statewide performangadvement process.

803.10 Trauma Reqistry

All licensed hospitals which have organized emecgeservices or departments must
participate in the statewide trauma registry far plurpose of supporting peer review
and performance improvement activities at the laegional and state levels. Since
this data relates to specific trauma patients aadised to evaluate and improve the
guality of health care services, this data is amitial and will be governed by the
Miss. Code Ann.§41-59-77.

Compliance with the above will be evidenced by:

a. Documentation of utilization of the Trauma Regisiata in the trauma
performance improvement process

b. Timely submission of Trauma Registry Data to thedau of EMS and the
appropriate Region at least monthly.

803.11 Education

Level | trauma centers must have medical educgtiograms including educational
training in trauma for physicians, nurses and psphal providers. The Level | trauma
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centers must take a leadership role in providingcational activities. Education can be
accomplished via many mechanisms (i.e. classic QMéGeptorships, fellowships,
clinical rotations, telecommunications or providiogum tenens etc).

The Level | trauma center is expected to suppetrgical residency program.
Additionally there should be a senior residenttiotain at least one of the following
disciplines: emergency medicine, general surgeatiiopedic surgery, neurosurgery or
support a trauma fellowship consistent with thecational requirements of the
American Association for the Surgery of Trauma (AASThe Level | should provide
ATLS courses for the region.

Research

A trauma research program must be designed to peotlew knowledge applicable to
the care of the injured patient. The research lbeagonducted in a number of ways
including traditional laboratory and clinical resga reviews of clinical series, and
epidemiological or other studies. Publication wiickes in peer-review journals as well
as presentations of results at local, regionalreatihnal meetings and ongoing studies
approved by human and animal research review ba@aedsxpected from productive
programs. The program should have an organizedtste that fosters and monitors
ongoing productivity.

The research program must be balanced to reflegirder of different interests. There
must be a research committee, and identifiabléutisinal Review Board process,
active research protocols, surgeons involved ireextral educational presentations
and adequate number of peer reviewed scientifitiqgations. Publications should
appear in peer-reviewed journals. In a three-ggele, the suggested minimum
activity is ten publications (per review cycle)rndhe physicians representing any of
the four following specialties: emergency medicigeneral surgery, orthopedic
surgery, and neurosurgery.

804.01 Essential and Desirable Chart for Level 1 Trauma Ceter

Level |
1 Institutional Organization
2 Trauma Program E
3 Trauma Service E
4 Trauma Team E
5 Trauma Program Medical Director E
6 Trauma Multidisciplinary Committee E
7 Trauma Program Manager E
8 Hospital Departments/Divisions/Sections
9 Surgery E
10 Neurological Surgery E
11 Neurosurgical Trauma Liaison E
12 Orthopaedic Surgery E
13 Orthopaedic Trauma Liaison E
14 Emergency Medicine E
15 Anesthesia E
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16 | Clinical Capabilities
17 (Specialty Immediately Available 24
hours/day)
18 Published on-call schedule E
19 General Surgery E
20 Published back-up schedule E
21 Dedicated to single hospital when on-call E
22 Anesthesia E
23 Emergency Medicine E
24 On-call and promptly available 24 hours/day
25 Cardiac Surgery E
26 Hand Surgery E
27 Microvascular/replant Surgery E
28 Neurological Surgery E
29 Dedicated to one hospital or back-up call E
30 Obstetrics/Gynecologic Surgery E
31 Ophthalmic Surgery E
32 Oral/Maxillofacial Surgery E
33 Orthopaedic Surgery E
34 Plastic Surgery E
35 Critical Care Medicine E
36 Radiology E
37 Thoracic Surgery E
38 | Clinical Qualifications
39 General/Trauma Surgeon:
40 Current Board Certification E *(1)
41 16 Hours CME/Year (7) E
42 ATLS Completion *(2) (10) E
43 Peer Review Committeeliaison E
Attendance 0%
44 Multidisciplinary Committee liaison E
Attendance
45 Emergency Medicine:
46 Board Certification E *(6)
47 16 Hours CME/Year (7) E
48 ATLS Completion *(2) (10) E
49 Peer Review Committee liaison E
Attendance >50%
50 Multidisciplinary Committee liaison E
Attendance
51 Neurosurgery:
52 Current Board Certification E
53 16 Hours CME/Year (7) E
54 ATLS Completion *(2) (10) D
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55 Peer Review Committee liaison E
Attendance >50%

56 Multidisciplinary Committee liaison E
Attendance

57 Orthopaedic Surgery:

58 Current Board Certification E

59 16 Hours CME In Trauma/Year (7) E

60 ATLS Completion *(2 ) (10) D

61 Peer Review Committee liaison E
Attendance 50%

62 Multidisciplinary Committee liaison E
Attendance

63 | Facilities/Resources/Capabilities

64 Volume Performance

65 Trauma Admissions: 1,200/year --

66 Patients with ISS > 15 (240 totaBbr -
patients/surgeon)

67 Presence of Surgeon at resuscitation E

68 Presence of Surgeon at Operative E
Procedures

69 | Emergency Department

70 Personnel

71 Designated physician director E

72 RN in-house and available E*(4

73 Equipment for Resuscitation for Patients af
all ages

74 Airway control and ventilation equient E

75 Pulse Oximetry E

76 Suction Devices E

77 Electrocardiograph-Oscilloscope- E
Defibrillator

78 Internal Paddles E

79 CVP Monitoring Equipment E

80 Standard IV Fluids and Administration E
Sets

81 Large bore intravenous catheters E

82 Sterile Surgical Sets for:

83 Airway control/cricothyrotomy E

84 Thoracostomy E

85 Venous cut-down E

86 Central line insertion E

87 Thoracotomy E

88 Peritoneal lavage E

89 Arterial catheters E

90 Ultrasound E

91 Drugs necessary for emergency c@ie |* E
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92 X Ray availability 24 hours/day E
93 Cervical spine stabilization devices E
94 Broselow tape E
95 Thermal control equipment:
96 For Patient E
97 For fluids and blood E
98 Rapid Infuser system *(8) E
99 Qualitative end-tidal CO2 determinatio E
100 Communication with EMS vehicles E
101 | Operating Room
102 Immediately available 24 hours/day E
103 Personnel
104 In-house 24 hours/day E
105 Available 24 hours/day -
106 Age-specific equipment
107 Cardiopulmonary bypass E
108 Operating microscope E
109 Thermal control equipment
110 For patient E
111 For blood/fluids E
112 X Ray capability, including c-arm image E
intensifier
113 Endoscopes, bronchoscope E
114 Craniotomy instruments E
115 Equipment for long bone and pelvic fixatig E
116 Rapid infuser system * (9) E
117 Pulse oximetry E
118 Qualitative end-tidal CO2 determination E
119 | Postanesthetic Recovery Room (SICU
acceptable)
120 Registered nurses available 24 hours/day| B
121 Equipment for monitoring and resuscitation E
122 Intercranial pressure monitoring equipment E
123 Pulse oximetry E
124 Thermal control E
125 | Intensive or Critical Care Unit for Injured
Patients
126 Registered nurses with trauma educatiohi ( E
127 Designated surgical director or surgical c E
director
128 Surgical ICU service physician in-house 24 E
hours/day
129 Surgically directed and staffed ICU sesvic E
130 Equipment for monitoring and resuscitation E
131 Intracranial monitoring equipment E
132 Pulmonary artery monitoring equipment E
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133 | Respiratory Therapy Services
134 Available in-house 24 hours/day E
135 On call 24 hours/day --
136 | Radiological Services (Available 24 hours/da
137 In-house radiology technologist E
138 Angiography E
139 Sonography E
140 Computed Tomography E
141 In-house CT technician E
142 Magnetic resonance imaging E
143 | Clinical Laboratory Services (Available 24
hours/day)
Standard analysis of blood, urine and otheg
144 | body fluids, including
microsampling when appropriate
145 Blood typing and cross-matching E
146 Coagulation studies E
Comprehensive blood bank or access to g
147 | community central blood
bank and adequate storage facilities
148 Blood gases and pH determinations E
149 Microbiology E
150 | Acute Hemodialysis
151 In-house
152 Transfer agreement -
153 | Burn Care - Organized
154 In-house or transfer agreement with Burn
Center
155 | Rehabilitation Services
156 Transfer agreement to an approved rehah
facility
157 Physical Therapy E
158 Occupational Therapy E
159 Speech Therapy E
160 Social Services E
161 | Performance Improvement
162 Performance improvement programs E
163 Trauma Registry
164 In-house E
165 Participation in state, local, or ol
registry
166 Orthopaedic database D
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167 Audit of all trauma deaths E
168 Morbidity and mortality review E
169 Multidisciplinary trauma committee E
170
171 Review of prehospital trauma care E
172 Review of times/reasons for trauma-

related bypass
173 Review of times/reasons for transfer o

injured patients
174

Participate in regional review of

prehospital trauma care,
175 times/reasons for trauma-related bypass,

times/treasons for transfer

of injured patient

176 Pl process established to monitor nespo

times for all on-call personnel
194 Trauma registry PI activities E
177 | Continuing Education/Outreach
177 General surgery residency program D
178 ATLS provide/participate E
179 Programs provided by hospital for:
180 Staff/Community physicians (CME) E
181 Nurses
182 Allied health personnel E
183 Prehospital personnel

provision/participation
184 | Prevention
185 Injury control studies E
186 Collaboration with other institutions E
187 Monitor progress/effect of prevention

programs
188 Designated prevention

coordinator/spokesperson
189 Outreach activities E
190 Information resources for public E
191 Collaboration with existing programs E
192 Coordination and/or participation in

community prevention activities
193 | Research
195 Research committee E
196 Identifiable IRB process E
197 Extramural education presentations E
199 Number of scientific publications E
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200 | * (1) Mississippi standards will require atdeane general surgeon to be board certified.
Alternated criteria may be substituted for othaffst

201 | *(2) Mississippi standards will require a @ntr ATLS completion card. Physicians have up tp
one (1) year after hiring to obtain ATLS certifiicat.

202 | *(3) Some mechanisms for “grandfathering” am+board certified neurosurgeons and
orthopedic surgeons will be developed by hospibétp.

203 | *(4) The RN in-house and available in the Elstrb a current provider of TNCC.

204 | *(5) Drugs necessary for emergency care wiltlefined by the prehospital drug list set forth by
the Bureau of Emergency Medical Services.

205 | * (6) Board certified or alternative criterig @stablished by hospital policy.

206 | * (7) Can be accompanied with 48 hours of trm@aucation over three (3) years.

207 | *(8) Simple pressure bag.

208 | *(9) Ongoing critical care education bi-antyal

209 | *(10) ATLS requirements is waived for Board ffimd Emergency Medicine and Board
Certified General Surgery Physicians.

210 | *(11) If neurosurgery is not dedicated to onsgital while on-call a published back-up call
schedule must be available.
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Chapter 09 LEVEL Il TRAUMA CENTERS

A Level Il trauma center is an acute care faciliith the commitment, resources and specialty
training necessary to provide sophisticated tracane.

900 HOSPITAL ORGANIZATION

900.01 Trauma Program

There must be a written commitment on behalf ofethigre facility to the organization
of trauma care. The written commitment shall bthanform of a resolution passed by
an appropriate quorum of the members of the gongrauthority. Should the business
organization be other than a corporation, a letkgtaining such together with a written
commitment of the hospital's chief executive offite the establishment of a trauma
care program may be sufficient. The trauma programt be established and
recognized by the medical staff and hospital adsti@iion. The trauma program must
come under the direction of a board-certified sargeith special interest in trauma
care. An identified hospital administrative leadarst work closely with the trauma
medical director to establish and maintain the comepts of the trauma program
including appropriate financial support. The traupnogram location in the
organizational structure of the hospital must lzedl so that it may interact effectively
with at least equal authority with othdepartments providing patient care. An
administrative structure should minimally includeadministrator, medical director,
trauma program manager (TPM), trauma registrartl@@ppropriate support staff.
Administrative support includes human resourcesgational activities, community
outreach activities, and research. The traumargnognust be multidisciplinary in
nature and the performance improvement evaluafitinicare should extend to all the
involved departments.

Compliance with the above will be evidenced byttlimited to:

1. Governing authority and medical staff lettecommitment in the form of a
resolution

2. Written policies and procedures and guidelimesére of the trauma patient
3. Defined trauma team and written roles and resipdities

4, Appointed Trauma Medical Director with a writti description

5. Appointed Trauma Program Manager with a wrijtdndescription

6. A written Trauma Performance Improvement plan

7. Documentation of trauma center representatiemdance at the regional trauma
advisory committee meetings
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900.02 Trauma Service

The trauma service must established and recogbizéite medical staff and be
responsible for the overall coordination and mansayg of the system of care rendered
to the injured patient. The trauma service willwilm each organization depending on
the needs of the patient and the resources awaildlfie trauma service must come
under the organization and direction of a surgeba is board certified with special
interest in trauma care. All patients with mukiglystem trauma or major injury must
be evaluated by the trauma service. The surgeponsible for the overall care of the
patient must be identified.

900.03 Trauma Team

The team approach is optimal in the care of theiplalinjured patient. There must be
identified members of the trauma team. Policiesikhbe in place describing the
respective role of all personnel on the trauma te@he composition of the trauma
team in any hospital will depend on the charadies®f that hospital and it's staff. In
some instances a tiered response may be approplfii@diered response is employed
written policy must be in place and the system faoad by the Pl process. The team
leader must be a qualified general surgeon. Alshans on the trauma team
responsible for directing the initial resuscitatmfrthe trauma patients must be currently
certified in The American College of Surgeons Adsath Trauma Life Support
(ATLS). Suggested composition of the trauma teanafseverely injured patient may
include:

a. Anesthesiologist

b. Pediatricians

c. Emergency Physicians

d. Physician Specialist

e. Laboratory Technicians as dictated by clinical reed

f.  Mental Health/Social Services/ Radiology Technisian

g. Pastoral Care

h. Respiratory Therapists

i. Nurses: ED, OR, ICU, etc.

J.  General/Trauma Surgeon
11.  Security Officers

NOTE: Physicians must obtain ATLS within one yéldris ATLS verification must be
recognized by the American Board of Medical Spaeml ATLS requirements is

waived for Board Certified Emergency Medicine amdu8l Certified General Surgery
Physicians.
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900.04 Medical Director

Level Il Trauma Centers must have a physician threaf the trauma prograniThe
trauma program medical director plays an imporgalministrative role. The medical
director must be a board-certified surgeon witlcEdénterest in trauma care. The
medical director will be responsible for developmgerformance improvement process
and will have overall accountability and administr@ authority for the trauma
program. The medical director must be given adstriafive support to implement the
requirements specified by the State trauma pldre director is responsible for
working with the credentialing process of the htapand, in consultation with the
appropriate service chiefs, recommending appointrmed removal of physicians from
the trauma team. He should cooperate with numsiinginistration to support the
nursing needs of the trauma patient and develaprtient protocols for the trauma
patients. The director in collaboration with th@uma program manager/TPM should
coordinate the budgetary process for the traumgrane. The director must be
currently certified in Advanced Trauma Life Supp@TLS), maintain personal
involvement in care of the injured, maintain edigratn trauma care, and maintain
involvement in professional organizations. Theitna director must be actively
involved with the trauma system development acttramunity, regional and state
level.

900.05 Multidisciplinary Trauma Committee

The purpose of the committee is to provide ovetsiglal leadership to the entire trauma
program. The exact format will be hospital sgeahd may be accomplished by
collaboration with another designated trauma centtre region. Each trauma center
may choose to have one or more committee to acésimible tasks necessary. One
committee should be multidisciplinary and focuspoogram oversight and leadership.
The major focus will be on Pl activities, policywédopment, communication among all
team members, establishment of standards of cdweaton and outreach programs,
and injury prevention. The committee has admiaiste and systematic control and
oversees implementation of all program relatedisesy meets regularly, takes
attendance, maintains minutes and works to coorearall program deficiencies to
optimize patient care. Suggested membership écdmmittee includes
representatives from:

a. Administration

b. Operating Room

C. Anesthesia

d. Orthopedics

e. Emergency Department
f. Pediatrics

g. General Surgery
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h. Prehospital Care Providers
i. Intensive Care
J. Radiology
k. Laboratory
|.  Rehabilitation
m. Neurosurgery
n. Respiratory Therapy
0. Nursing
p. Trauma Program Manager/TPM

g. The clinical managers (or designees) of the deantsnnvolved with trauma
care should play an active role with the committee.

The trauma center may wish to accomplish performamprovement activities at this
same committee or develop a separate peer reviemitee. This committee should
handle peer review independent from departmentgsgéew. This committee must
be multidisciplinary, meet regularly, and maintattendance and minutes. This
committee must report findings to the overall htpierformance improvement
program.

900.06 Trauma Program Manager/TPM

Level Il trauma centers must have a registeredenwking full time in the role of
Trauma Program Manager/TPM. Working in conjunctioth the medical director, the
Trauma Program Manager/TPM is responsible for degaion of the program and all
systems necessary for the multidisciplinary apgndhooughout the continuum of
trauma care. The Trauma Program Manager/TPMsjgoresible for working with the
trauma team to assure optimal patient care. Trerenany requirements for data
coordination and performance improvement, educatiwhprevention activities
incumbent upon this position.

The Trauma Program Manager/TPM or his/hers desigheeld offer or coordinate
services for trauma education. The Trauma Prodriamager/TPM should liaison with
local EMS personnel, the Department, Regional Teadavisory Committee and other
trauma centers.

900.07 Hospital Departments/Divisions/Sections

The Level Il trauma center must have the followdlegpartments, divisions, or sections:
a. General Surgery
b. Neurological Surgery
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Orthopedic Surgery
Emergency Medicine

Anesthesia

901. CLINICAL COMPONENTS

Level Il trauma centers must maintain publishedisiiedules and have the following specialist
immediately available 24 hours/day:

a.

b.

Emergency Medicine (In-house 24 hours/day)
Trauma/General Surgery

Note: The trauma surgeon on-call must be unencueabend immediately available to
respond to the trauma patient. The general surge@xpected to be in the emergency
department upon arrival of the seriously injuredipat. Hospital policy must be
established to define conditions requiring the treusurgeon’s presence with the clear
requirement on the part of the hospital and surgtwt the surgeon will participate in
the early care of the patient. The trauma surgsgu&rticipation in major therapeutic
decisions, presence in the emergency departmemd@r resuscitation and presence at
operative procedures is mandatory. There must back-up surgeon schedule
published. It is desirable that the surgeon on-beldedicated to the trauma center and
not on-call to any other hospital while on traunelcA system must be developed to
assure early notification of the on-call to any etlmospital while on trauma call. A
system must be developed to assure notificatitimeadn-call surgeon and compliance
with these criteria and their appropriateness mustdocumented and monitored by the
Pl process.

Orthopedic Surgery

Note: A mechanism may be established to “gramgfidtnon-board certified
orthopedists as determined by hospital policy. Opédic Surgeons must demonstrate
evidence of participation in the internal traumauedtion plan. The orthopedic liaison
to the Trauma Service must attend 50% of the pmgéew committees annually and
participate with the Multidisciplinary Trauma Contieie. It is desirable to have the
orthopedists dedicated to the trauma center saldlye on-call or a back up schedule
should be available.

Neurologic Surgery

Note: A mechanism may be established to “grandfathen-board certified
neurosurgeons as determined by hospital policy rdurgeons must demonstrate
evidence of participation in the internal traumauedtion plan. The neurosurgeon
liaison to the trauma service must attend 50% efgber review committees annually
and participate in the Multidisciplinary Trauma Carittee. It is desirable to have the
neurosurgeon dedicated to the trauma center selbile on-call or a back up schedule
should be available.

Anesthesia
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Note: Anesthesia must be promptly available witheschanism established to ensure
early notification of the on-call anesthesiologisAnesthesia must be available 24
hours/day. Anesthesia chief residents or Certifiggdse Anesthetist (CRNAs) may fill
this requirement. When residents or CRNAs arezatl| the staff anesthesiologist on-
call will be advised, promptly available, and preséor all operations. Hospital policy
must be established to determine when the aneglbgisit must be immediately
available for airway control and assisting with usgitation. The availability of the
anesthesiologist and the absence of delays in giweatrol or operative anesthesia must
be documented and monitored by the Pl process.

The following specialists should be on-call andnpptly available 24 hours/day:

h.

Critical Care Medicine

Hand Surgery

Microvascular Surgery
Obstetrics/Gynecologic Surgery
Ophthalmic Surgery
Oral/Maxillofacial

Plastic Surgery

Radiology

Thoracic Surgery

Recognizing that early rehabilitation is imperatige trauma patients, a physical medicine and
rehabilitation specialist should be available fur trauma program.

A trauma surgeon is presumed to be qualified and pavileges to provide emergency thoracic
surgical care to patients with thoracic injuriékthis is not the case, the facility should have a
board certified thoracic surgeon immediately avada

Policies and procedures should exist to notifypthent's primary physician of the patient's

condition.

901.02 OQualifications of Physicians on the Trauma Team

Basic to qualification for trauma care for any s is Board Certification in a
surgical specialty recognized by the American Badriledical Specialties, the
Advisory Board for Osteopathic Specialties, the Aiga Dental Association, the
Royal College of Physicians and Surgeons of Canadéher appropriate foreign
board. Many boards require a practice period.hSurcindividual may be included
when recognition by major professional organizatibas been received in their
specialty. The board certification criteria apfythe general surgeons, orthopedic
surgeons, and neurosurgeons.

a.

Alternate criteria in lieu of board certificationeaas follows:
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a. A Non-board certified general surgeon must haveptetad a surgical
residency program.

b. He/she must be licensed to practice medicine.
c. Approved by the hospital's credentialing commifteesurgical privileges.

d. The surgeon must meet all criteria establishedbytrauma director to
serve on the trauma team.

e. The surgeon's experience in caring for the trapatint must be tracked
by the PI program.

b. The trauma director must attest to the surgeopsrénce and quality as part of
the recurring granting of trauma team privileges.

C. The trauma director using the trauma PI prograrasponsible for determining
each general surgeon's ability to participate ertthuma team.

The surgeon is expected to serve as the captalive gésuscitating team and is expected
to be in the emergency department upon arrivéh@eriously injured patient to make
key decisions about the management of the trautienpa care. The surgeon will
coordinate all aspects of treatment, including segation, operation, critical care,
recuperation and rehabilitation (as appropriai lirevel 1l facility) and determine if the
patient needs transport to a higher lever of crransport is required he/she is
accountable for coordination of the process withrteiving physician at the receiving
facility. If the patient is to be admitted to thevel Il trauma center, the surgeon is the
admitting physician and will coordinate the patieate while hospitalized. Guidelines
should be written at the local level to determirtech types of patients should be
admitted to the Level Il trauma center or whichgats should be considered for
transfer to a higher level of care.

The general surgery liaison and emergency physli@aon must participate in a
multidisciplinary trauma committee and the Pl psscePeer review committee
attendance must be greater than fifty percent awear's period of time. General
Surgery and Emergency physicians must be curreatliffied in ATLS. General
surgeons and emergency physicians must demonetidence of participation in the
internal trauma education plan.

NOTE: ATLS requirement may take up to five yeambtain. Physicians must obtain
ATLS within one year. This ATLS verification naetecognized by the American
Board of Medical Specialties. ATLS requiremeneswaaived for Board Certified
Emergency Medicine and Board Certified General 8orgPhysicians.

For those physicians providing emergency medicoverage, board certification in
Emergency Medicine is desirable. However, care@rgency medicine physicians
who are board certified in a specialty recognizedhie American Board of Medical
Specialties, a Canadian Board or other equivataeign board meets the requirements.

Alternative criteria for the non-boarded physiciaorking in the Emergency
Department are as follows:
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a. He/she must be licensed to practice medicine

b. Approved by the hospital's credentialing commifteeemergency medicine
privileges.

c. The physician must meet all criteria establishethieytrauma and
emergency medical director to serve on the trawamant

d. The physician's experience in caring for the trapatient must be tracked
by the PI program.

e. The trauma and emergency medical director musttdtig¢he physician's
experience and quality as part of the recurringtimg of trauma team
privileges.

f.  Residency in Emergency Medicine is desirable.

902. FACILITY STANDARDS

902.01 Emergency Department

The facility must have an emergency departmenisidiv, service, or section staffed so
trauma patients are assured immediate and appmprital care. The emergency
physician must be in-house 24 hours/day and imrtedgliavailable at all times. The
emergency department medical director must meaett@mmmended requirements
related to commitment, experience, continuing etioicaongoing credentialing, and
board certification in emergency medicine.

The director of the emergency department, alonly thi¢ trauma director, will establish
trauma-specific credentials that shoalteed those that are required for general
hospital privileges. Examples of credentialinguiegments would include skill
proficiency, training requirements, conferencerattnce, education requirements,
ATLS verification and specialty board certification

The emergency physicians who are members of thenadaeam must maintain 48
hours of trauma related CME over 3 years. Ovéreetyear period, at least one half
(24 hours) should be obtained outside the physiaian institution. These physicians
must maintain a current ATLS certification.

NOTE Physicians must obtain ATLS within one year. FIkS verification must
be recognized by the American Board of Medical @jiexs. ATLS requirements is
waived for Board Certified Emergency Medicine amdu8l Certified General
Surgery Physicians.

The emergency medicine physician or designee willdsponsible for activating the
trauma team based on predetermined response piotdde will provide team
leadership and care for the trauma patient urdilattnival of the surgeon in the
resuscitation area. The emergency departmentmanstestablished standards and
procedures to ensure immediate and appropriatdaatiee adult and pediatric trauma
patient. The emergency department medical direotdnis/her designee, must act as a
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liaison and participate with the Multidisciplinafyauma Committee and the trauma PI
process.

Basic to qualification for trauma care for any phign is board certification in a
specialty recognized by the American Board of Makd&pecialties, the Advisory
Board for Osteopathic Specialties, the Royal CellefjPhysicians and Surgeons of
Canada, or other appropriate foreign board.

Alternate criteria in lieu of board certificationeaas follows:

a. A non-board certified physician must have completecpproved residency
program.

b. He/she must be licensed to practice medicine.

c. Approved for emergency medicine by the hospitagslentialing
committee.

d. The physician must meet all criteria establishethigytrauma director and
emergency medical director to serve on the trawamant

e. The physician's experience in caring for the trapaiient must be tracked
by the PI program.

f.  The trauma director and emergency medicine dirgutest attest to the
physicians' experience and quality as part of ¢leeinring granting of trauma
team privileges.

g. Must have at least 12 months experience carinthéotrauma patient
tracked by the Pl program.

There should be an adequate number of RN's stiffdte trauma resuscitation area
in-house 24 hours/day. Emergency nurses statfi@agrauma resuscitation area must
be a current provider of Trauma Nurse Core Cuniicu{TNCC) and patrticipate in the
ongoing PI process of the trauma program. Therst freia written plan ensuring
nurses maintain ongoing trauma specific education.

NOTE: ER nurses must obtain TNCC within 18 months.

There is a complete list of required equipment seasy for the ED found in Section
904.01.

902.02 Surgical Suites/Anesthesia

It is recommended that the OR be staffed and aveila-house 24 hours/day. If the
staff is not in-house, Hospital policy must be teritto assure notification and prompt
response. The PI process must document and maméit@ngoing availability of OR
crews and absence of delay.

The OR nurses should participate in the care ofrthena patient and be competent in
the surgical stabilization of the major trauma gaiti
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The surgical nurses are an integral member ofrtharta team and must participate in
the ongoing PI process of the trauma program arst bruirepresented on the
Multidisciplinary Trauma Committee.

The OR supervisor must be able to demonstrateatfmation scheme to assure the
availability of an operating room for the emerggatima patient during a busy
operative schedule. There must be an on-call sykie additional personnel for
multiple patient admissions.

A complete list of required equipment necessaryterSurgery can be found in
Section 904.01.

The anesthesia department in a Level Il traumaecatiould be ideally organized and
run by an anesthesiologist who is experienced amdtdd to the care of the injured
patient. If this is not, the director, an anesthiegjist liaison with the same
gualifications should be identified. Anesthesidétgon the trauma team must have
successfully completed an anesthesia residencygrogpproved by the Accreditation
Council for Graduate Medical Education, the Amari&woard of Osteopathic
Specialties, or the American Osteopathic Boardsimaild have board certification in
anesthesia. One anesthesiologist should maintamnément to education in trauma
related anesthesia. Anesthesiologists must denad@svidence of participation in the
internal trauma education plan.

Anesthesia must be available 24 hours/day with ehar@ism established to ensure
notification of the on-call anesthesiologist. Anestia requirements may be fulfilled by
anesthesia chief residents or Certified RegistBigde Anesthetists (CRNAs) who are
capable of assessing emergent situations in trgatients and of providing an
indicated treatment, including initiation of surgi@nesthesia. When the CRNA or
chief resident is used to meet this requiremeetsthff Anesthesiologist will be
advised and promptly available at all times andg@né for operations. Trauma centers
must document conditions when the anesthesiologist be immediately available for
airway emergencies and operative management ¢fgbma patient. The availability
of the anesthesiologist and the absence of detegpérative anesthesia must be
documented and monitored by the Pl process. Téstlaesiologist participating on the
trauma team should have the necessary educatiadadtound in the care of the
trauma patient; participate in the Multidiscipligarrauma Committee and the trauma
Pl process.

902.03 Post Anesthesia Care Unit (PACU)

It is essential to have a PACU staffed 24 hoursatad/available to the postoperative
trauma patient. If the staff is not in-house, Htaolicy must be written to assure
early notification and prompt response. The Pl essanust document and monitor the
ongoing availability of OR crews and absence oagefFrequently it is advantageous to
bypass the PACU and directly admit to the ICU thiis instance, the ICU may meet
these requirements.

PACU nurses must show evidence of completion ¢fiecired in-service program.
There must be a written plan ensuring nurses maintggoing trauma specific
education.
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PACU staffing should be in sufficient numbers toetie critical needs of the trauma
patient. A complete list of required equipmentassary for the PACU is found in
Section 904.01.

902.04 Intensive Care Unit

Level Il trauma centers must have an Intensive Caie(ICU) that meets the needs of
the adult trauma patient.

Surgical Director

The surgical director for the ICU — which houseslima patients - must have obtained
critical care training during residency or fellowsland must have expertise in the
preoperative and post injury care of the injuretigod. This is best demonstrated by a
certificate of added qualification in surgical @l care from the American Board of
Surgery and may also be fulfilled by documentatibactive participation during the
preceding 12 months in trauma patients' ICU cacel@ administration and critical
care-related continuing medical education. Theatior is responsible for the quality
of care and administration of the ICU and will peticy and establish standards of care
to meet the unique needs of the trauma patient.

Physician Coverage

The trauma service assumes and maintains respligdini the care of the multiple
injured patient. A surgically directed ICU physigiteam is desirable. The team will
provide in-house physician coverage for all ICUWItra patients at all times. This
service can be staffed by appropriately trainedsjgigns from different specialties, but
must be led by a qualified surgeon as determinettitigal care credentials consistent
with the medical staff privileging process of thetitution.

There should be physician coverage for the ICUl gin@es. A physician credentialed
by the facility for critical care should be prompévailable to the trauma patient in the
ICU 24 hours/day. This coverage is for emergenaigg and is not intended to replace
the primary surgeon but rather is intended to enthat the patient's immediate needs
are met while the surgeon is contacted.

The trauma service should maintain the responiltidr the care of the patient as long
as the patient remains critically ill. The trausgavice must remain in charge of the
patient and coordinate all therapeutic decisioFise responsible trauma surgeon or
designee should write all orders. The trauma surg@ould maintain control over all
aspects of care, including but not limited to resoiry care and management of
mechanical ventilation; placement and use of pubmpratheters; management of fluid
and electrolytes, antimicrobials, and enteral aa@pteral nutrition.

Nursing Personnel

Level Il trauma centers must provide staffing iffisient numbers to meet the critical
needs of the trauma patient. Critical care nunsest show evidence of completion of a
structured in-service program. There must be #emrplan ensuring nurses maintain
ongoing critical care education. ICU nurses armtagral part of the trauma team and
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as such, should be represented on the Multidisgipfi Trauma Committee and
participate in the PI process of the trauma program

There is a complete list of necessary equipmenti®itCU in Section 904.01.
903. CLINICAL SUPPORT SERVICES

903.01 Respiratory Therapy Service

The service should be staffed with qualified persbin-house 24 hours/day to provide
the necessary treatments for the injured patient.

903.02 Radiological Service

A radiological service must have a certified ragiptal technician in-house 24
hours/day and immediately available at all timesgeneral radiological procedures. It
is desirable to have a technician in-house and iditedy available for computerized
tomography (CT) for both head and body. If the técilan is not in-house 24 hours/day
for special procedures the performance improvempetess must document and
monitor that the procedure is promptly availabdBanography and Angiography must
be available to the trauma team. It is desiraidé MRI services be available to the
trauma teamSpecialty procedures such as angiography and sapiegmay be
covered with a technician on-call.

A board-certified radiologist should administer tepartment and participate actively
in the trauma education and Pl process. A stdfbtagist must be promptly available,
when requested, for the interpretation of radiolgsapperformance of complex imaging
studies or interventional procedures. The radislogiust insure the preliminary
interpretations are promptly reported to the trateaan and the Pl program must
monitor all changes in interpretation.

Written policy should exist delineating the prig#tion/availability of the CT scanner
for trauma patients. The Pl process must endatetrquma patients are accompanied
by appropriately trained licensed providers and tthe appropriate resuscitation and
monitoring are provided during transportation td arhile in the radiology department.

The radiologist must ensure the preliminary intetations are promptly reported to the
trauma team and the Pl Program must monitor ahigbs in interpretation.

903.03 Clinical Laboratory Service

A clinical laboratory service must have the follogiiservices available in-house 24
hours/day:

a. Access to dlood bank and adequate storage facilities. Saffiquantities of
blood and blood products should be maintainedl &inas. Blood typing and
cross-match capabilities must be readily available.

b. Standard analysis of blood, urine, and other badgl$ including microsampling
when appropriate.
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Cc. Blood gas and pH determinations (this function oayerformed by services
other than the clinical laboratory service, whepliggble).

d. Alcohol screening is required and drug screeniriighly recommended.

e. Coagulation studies

f.  Microbiology
Sufficient numbers of clinical laboratory techndkig shall be in-house 24 hours/day
and promptly available at all times. It is antitipd that facilities may cross-train

personnel for other roles. This is acceptablemrg as there is no response delay.

903.04 Acute Hemodialysis

There must be a written transfer agreement witkclitfy that provides this service if
this service if it is not available at the Levetrthuma center.

903.05 Burn Care
There must be a written transfer agreement to a Benter. Policies and procedures

should be in place to assure the appropriate saendered during the initial
resuscitation and transfer of the patient.

903.06 Rehabilitation/Social Services:

The rehabilitation of the trauma patient and thetiomed support of the family
members are an important part of the trauma systemeh facility will be required to
address a plan for integration of rehabilitatiotoithe acute and primary care of the
trauma patient, at the earliest stage possible aftmission to the trauma center.
Hospitals will be required to identify a mechanininitiate rehabilitation services
and/or consultation in a timely manner as well @licies regarding coordination of the
Multidisciplinary Rehabilitation Team. Policies silbe in place to address the
coordination of transfers between acute care fasland approved rehabilitation
facilities. There must be a written transfer agreet with a facility that provides this
service if this service is not available at the éldVtrauma center. Transfer agreements
should include a feedback mechanism for the a@refacilities to update the health
care team on the patient's progress and outconiedasion in the trauma registry.
The rehabilitation services must minimally includecupational Therapy, Physical
Therapy, and Speech Pathology.

The nature of traumatic injury requires that thgchslogical needs of the patient and
family are considered and addressed in the acagestof injury and throughout the
continuum of recovery. Adequate numbers of trajpedonnel should be readily
available to the trauma patients and family. Paog must be available to meet the
unique needs of the trauma patient.

903.07 Prevention/Public Outreach

Level Il trauma centers will be responsible fortjggpating with appropriate agencies,
professional groups and hospitals in their regoodevelop a strategic plan for public
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awareness. This plan must take into considergtidaic awareness of the trauma
system, access to the system, public support éosybtem, as well as specific
prevention strategies. Prevention programs muspbeific to the needs of the region.
The trauma registry data should be utilized to fifieijury trends and focus
prevention needs.

Outreach is the act of providing resources to iiddi&ls and institutions that do not
have the opportunities to maintain current knowedgd skills. Staff members at the
Level Il trauma center should provide consultatiostaff members at other facilities in
the region. Advanced Trauma Life Support (ATLSE Fospital Trauma Life Support
(PHTLS), Trauma Nurse Curriculum Course (TNCC), klight Nurse Advanced
Trauma Course (FNATC) courses for example can bedawated by the trauma center.
Trauma physicians should provide a formal followtapeferring physicians/designee
about specific patients to educate he practitiéorethe benefit of further injured
patients.

903.08 Transfer Protocol

Level Il trauma centers should work in collaboratiith the referral trauma facilities
in their region and develop interfacility transfgridelines. These guidelines must
address criteria to identify high-risk trauma pattsethat could benefit from a higher
level of trauma care. All designated facilitiedlagree to provide services to the
trauma victim regardless of his/her ability to pay.

When a patient in need of trauma services is teared to a receiving facility capable
of providing the needed care, from a transferranglity which cannot provide an
adequate level of care, the following shall applyhen a determination is made by
appropriate medical personnel of the receivindifgdhat a patient transferred from
the transferring facility has been stabilized, oager has an emergency medical
condition or no longer requires the specialty smwiprovided at the receiving facility,
but the patient still requires further acute c#re,transferring facility, with the consent
of the patient and the patient’s physician, agteesadmit the transferred patient for
appropriate acute care within 24 to 48 hours ohsudetermination. The patient’s
physician, the chief of the medical staff or othathorized representative of the
transferring facility shall facilitate the identifition of the patient’s physician or his/her
designee to accept the patient and transfer thenpéiack to the transferring facility.

Transfer protocols must be written for specialfignal centers such as pediatrics, burn
or spinal cord injury when these services are aatla@ble at the trauma center. The
transfer protocols must include a feedback loothabthe primary provider has a good
understanding of the patient outcome. Every effhduld be made to repatriate the
trauma patient to his/her local community hospitgbrovider hospital if appropriate.

903.09 Performance Improvement/Evaluation

A key element in trauma system planning is evatuathll licensed hospitals which
have organized emergency services or departmelttseniequired to participate in the
statewide trauma registry for the purpose of supmppeer review and performance
improvement activities at the local, regional atadeslevels. Since these data relate to
specific trauma patients and are used to evalumténaprove the quality of health care
services, this data is confidential as provideMliss. Code Ann.8§41-59-77. Level Il
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trauma facilities may be responsible for directstaace to all other levels of referring
facilities in providing data for inclusion in thegistry.

Each trauma center must develop an internal Pedioca Improvement plan that
minimally addresses the following key components iarfully integrated into the
hospital wide program:;

a. An organizational structure that facilitates pemiance improvement
(Multidisciplinary Trauma Committee).

b. Clearly defined authority and accountability foe gprogram.

c. Clearly stated goals and objectives one of whidukhbe reduction of
inappropriate variations in care.

d. Development of expectations (criteria) from evideshbased guidelines,
pathways and protocols. These should be appropabjectively defined
standards to determine quality of care.

e. Explicit definitions of outcomes derived from ingtional standards

f.  Documentation system to monitor performance, ctisre@ction and the result
of the actions taken.

g. A process to delineate privileges credentialindgralima service physicians.
h. Aninformed peer review process utilizing a mukiiplinary method.
i. A method for comparing patient outcomes with coragwgurvival probability.
J.  Autopsy information on all deaths when available.
k. Review of prehospital care.
I.  Review of times and reasons for trauma bypass.
m. Review of times and reasons for trauma transfers.
n. Audit all trauma deaths.
0. Morbidity and Mortality review.

Representatives from the Level Il trauma centell glaaticipate in the Regional
Trauma Advisory Councils and the statewide perfarteamprovement process.

903.10 Trauma Reqistry

All licensed hospitals which have organized emecgeservices or departments must
participate in the statewide trauma registry fa plurpose of supporting peer review
and performance improvement activities at the laegional and state levels. Since
this data relates to specific trauma patients aadised to evaluate and improve the
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guality of health care services, this data is amitial and will be governed by the

Miss. Code Ann.8§41-59-77.

Compliance with the above will be evidenced by:

a. Documentation of utilization of the Trauma Regisiata in the trauma
performance improvement process

b. Timely submission of Trauma Registry Data to thedau of EMS and the
appropriate Region at least monthly.

903.11 Education

Level Il trauma centers must have medical educatfograms including educational
training in trauma for physicians, nurses and psehal providers. The Level Il trauma
centers assist and cooperate with the Level | teacemter in providing educational
activities. Education may be accomplished via nraeghanisms (i.e. classic CME,
preceptorships, fellowships, clinical rotationdet®@mmunications or providing locum

tenens, etc.)

904.01 Essential and Desirable Chart for Level |l Tauma Centers

Level Il
1 Institutional Organization
2 Trauma Program E
3 Trauma Service E
4 Trauma Team E
5 Trauma Program Medical Director E
6 Trauma Multidisciplinary Committee E
7 Trauma Program Manager E
8 Hospital Departments/Divisions/Sections
9 Surgery E
10 Neurological Surgery E
11 Neurosurgical Trauma Liaison E
12 Orthopaedic Surgery E
13 Orthopaedic Trauma Liaison E
14 Emergency Medicine E
15 Anesthesia E
16 | Clinical Capabilities
17 (Specialty Immediately Available 24

hours/day)

18 Published on-call schedule E
19 General Surgery E
20 Published back-up schedule E
21 Dedicated to single hospital when on-call D
22 Anesthesia E
23 Emergency Medicine E
24 On-call and promptly available 24 hours/day
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25 Cardiac Surgery D

26 Hand Surgery D

27 Microvascular/replant Surgery D

28 Neurological Surgery E

29 Dedicated to one hospital or back-up call | E*(11)

30 Obstetrics/Gynecologic Surgery D

31 Ophthalmic Surgery D

32 Oral/Maxillofacial Surgery D

33 Orthopaedic Surgery E

34 Plastic Surgery D

35 Critical Care Medicine D

36 Radiology D

37 Thoracic Surgery D

38 | Clinical Qualifications

39 General/Trauma Surgeon:

40 Current Board Certification E*(1

41 16 Hours CME/Year (7) E

42 ATLS Completion *(2 ) (10) E

43 Peer Review Committee liaison E
Attendance >50%

44 Multidisciplinary Committee liaison E
Attendance

45 Emergency Medicine:

46 Board Certification E *(6)

47 16 Hours CME/Year (7) E

48 ATLS Completion *(2 ) (10) E

49 Peer Review Committee liaison E
Attendance >50%

50 Multidisciplinary Committee liaison E
Attendance

51 Neurosurgery:

52 Current Board Certification E

53 16 Hours CME/Year (7) E

54 ATLS Completion *(2 ) (10) D

55 Peer Review Committee liaison E
Attendance >50%

56 Multidisciplinary Committee liaison E
Attendance

57 Orthopaedic Surgery:

58 Current Board Certification E

59 16 Hours CME In Trauma/Year (7) E

60 ATLS Completion *(2 ) (10) D

61 Peer Review Committee liaison E
Attendance >50%

62 Multidisciplinary Committee liaison E
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63 | Facilities/Resources/Capabilities
64 Volume Performance
65 Trauma Admissions: 1,200/year --
66 Patients with ISS > 15 (240 totaBbr -
patients/surgeon)
67 Presence of Surgeon at resuscitation E
68 Presence of Surgeon at Operative E
Procedures
69 | Emergency Department
70 Personnel
71 Designated physician director E
72 RN in-house and available E *(4
73 Equipment for Resuscitation for Patients af
all ages
74 Airway control and ventilation equient E
75 Pulse Oximetry E
76 Suction Devices E
77 Electrocardiograph-Oscilloscope- E
Defibrillator
78 Internal Paddles E
79 CVP Monitoring Equipment E
80 Standard IV Fluids and Administration E
Sets
81 Large bore intravenous catheters =
82 Sterile Surgical Sets for:
83 Airway control/cricothyrotomy E
84 Thoracostomy E
85 Venous cut-down E
86 Central line insertion E
87 Thoracotomy E
88 Peritoneal lavage E
89 Arterial catheters D
90 Ultrasound D
91 Drugs necessary for emergency care| E *(5)
92 X Ray availability 24 hours/day E
93 Cervical spine stabilization devices E
94 Broselow tape E
95 Thermal control equipment:
96 For Patient E
97 For fluids and blood E
98 Rapid Infuser system E *(8
99 Qualitative end-tidal CO2 determinatio E
100 Communication with EMS vehicles E
101 | Operating Room
102 Immediately available 24 hours/day D

The Mississippi Trauma Care System Regulations
Effective May 16, 2010

Bucf Emergency Medical Services/Trauma

80

Office of Health Protection



81

103 Personnel
104 In-house 24 hours/day D
105 Available 24 hours/day E
106 Age-specific equipment
107 Cardiopulmonary bypass D
108 Operating microscope D
109 Thermal control equipment
110 For patient E
111 For blood/fluids E
112 X Ray capability, including c-arm image E
intensifier
113 Endoscopes, bronchoscope E
114 Craniotomy instruments E
115 Equipment for long bone and pelvic fixatig E
116 Rapid infuser system E *(9
117 Pulse oximetry E
118 Qualitative end-tidal CO2 determination E
119 | Postanesthetic Recovery Room (SICU
acceptable)
120 Registered nurses available 24 hours/day| E
121 Equipment for monitoring and resuscitation E
122 Intercranial pressure monitoring equipment E
123 Pulse oximetry E
124 Thermal control E
125 | Intensive or Critical Care Unit for Injured
Patients
126 Registered nurses with trauma education *(9E
127 Designated surgical director or surgical ¢ E
director
128 Surgical ICU service physician in-house 24 D
hours/day
129 Surgically directed and staffed ICU sesvic D
130 Equipment for monitoring and resuscitation E
131 Intracranial monitoring equipment E
132 Pulmonary artery monitoring equipment E
133 | Respiratory Therapy Services
134 Available in-house 24 hours/day E
135 On call 24 hours/day -
136 | Radiological Services (Available 24 hours/day)
137 In-house radiology technologist E
138 Angiography E
139 Sonography E
140 Computed Tomography E
141 In-house CT technician D
142 Magnetic resonance imaging D

The Mississippi Trauma Care System Regulations
Effective May 16, 2010

Bucf Emergency Medical Services/Trauma
Office of Health Protection



82

143 | Clinical Laboratory Services (Available 24
hours/day)
Standard analysis of blood, urine and othg
144 | body fluids, including E
microsampling when appropriate
145 Blood typing and cross-matching E
146 Coagulation studies E
Comprehensive blood bank or access to g
147 | community central blood E
bank and adequate storage facilities
148 Blood gases and pH determinations E
149 Microbiology E
150 | Acute Hemodialysis
151 In-house E
152 Transfer agreement E
153 | Burn Care - Organized
154 In-house or transfer agreement with Burn E
Center
155 | Rehabilitation Services
156 Transfer agreement to an approved rehah E
facility
157 Physical Therapy E
158 Occupational Therapy E
159 Speech Therapy E
160 Social Services E
161 | Performance Improvement
162 Performance improvement programs E
163 Trauma Registry
164 In-house E
165 Participation in state, local, or ol E
registry
166 Orthopaedic database D
167 Audit of all trauma deaths E
168 Morbidity and mortality review E
169 Multidisciplinary trauma committee E
170
171 Review of prehospital trauma care E
172 Review of times/reasons for trauma- E
related bypass
173 Review of times/reasons for transfer o E
injured patients
174
Participate in regional review of
prehospital trauma care,
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Dy

175 times/reasons for trauma-related kgjpas E
times/treasons for transfer
of injured patient
176 Pl process established to monitor nes@o E
times for all on-call personnel
194 Trauma registry Pl activities E
177 | Continuing Education/Outreach
177 General surgery residency program D
178 ATLS provide/participate D
179 Programs provided by hospital for:
180 Staff/lCommunity physicians (CME) E
181 Nurses E
182 Allied health personnel E
183 Prehospital personnel E
provision/participation
184 | Prevention
185 Injury control studies D
186 Collaboration with other institutions D
187 Monitor progress/effect of prevention D
programs
188 Designated prevention E
coordinator/spokesperson
189 Outreach activities E
190 Information resources for public E
191 Collaboration with existing programs E
192 Coordination and/or participation in E
community prevention activities
193 | Research
195 Research committee D
196 Identifiable IRB process D
197 Extramural education presentations D
199 Number of scientific publications D
200 | * (1) Mississippi standards will require atdeane general surgeon to be board certified.
Alternated criteria may be substituted for othaffst
201 | *(2) Mississippi standards will require a @ntr ATLS completion card. Physicians have up t
one (1) year after hiring to obtain ATLS certifiicat.
202 | *(3) Some mechanisms for “grandfathering” amfboard certified neurosurgeons and
orthopedic surgeons will be developed by hospibétp.
203 | *(4) The RN in-house and available in the Elstrbe a current provider of TNCC.
204 | * (5) Drugs necessary for emergency care \&iltlefined by the prehospital drug list set forth &
the Bureau of Emergency Medical Services.
205 | * (6) Board certified or alternative criterig @stablished by hospital policy.
206 | * (7) Can be accompanied with 48 hours of tra@aucation over three (3) years.
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207 | *(8) Simple pressure bag.

208 | * (9) Ongoing critical care education bi-antyal

209 | *(10) ATLS requirements is waived for Board ffid Emergency Medicine and Board
Certified General Surgery Physicians.

210 | *(11) If neurosurgery is not dedicated to onsgital while on-call a published back-up call

schedule must be available.
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LEVEL lll TRAUMA CENTERS

It is important to incorporate all facilities iratrma planning. A Level lll trauma center is an
acute care facility with the commitment, medicalffstpersonnel and specialty training necessary
to provide initial resuscitation of the trauma pati Generally, a Level lll trauma center is
expected to provide initial resuscitation of theutna patient and immediate operative
intervention to control hemorrhage and to assunemel stabilization prior to referral to a higher
level of care. In many instances, patients withain in the Level 11l trauma center unless the
medical needs of the patient require secondargfean The decision to transfer a patient rests
with the physician attending the trauma patienil. LAvel Ill trauma centers will work
collaboratively with other trauma facilities to @dop transfer protocols and a well-defined
transfer sequence.

1000 HOSPITAL ORGANIZATION

1000.01Trauma Program

There must be a written commitment on behalf ofethigre facility to the organization
of trauma care. The written commitment shall bthanform of a resolution passed by
an appropriate quorum of the members of the gongrauthority. Should the business
organization be other than a corporation, a |letkgtaining such together with a written
commitment of the hospital's chief executive offite the establishment of a trauma
care program may be sufficient. The trauma programt be established and
recognized by the medical staff and hospital adstiaiion. The trauma program must
come under the direction of a board-certified sangeith special interest in trauma
care. An administrative structure should idealigliide an administrator, medical
director, trauma program manager, trauma regiatrdrother appropriate staff. At
minimum, an identified hospital administrative leaghould work closely with the
trauma medical director to establish and maintagndomponents of the trauma
program including appropriate financial supporheTrauma program location in the
organizational structure of the hospital shoulglaeed so that it may interact
effectively with at least equal authority with otlteepartments providing patient care.
The trauma program should be multidisciplinary @&une and the performance
improvement evaluation of this care must exteraltthe involved departments.

Compliance with the above will be evidenced byitlimited to:

1. Governing authority and medical staff lettecommitment in the form of a
resolution

2. Written policies and procedures and guidelimesére of the trauma patient
3. Defined trauma team and written roles and resipdities

4, Appointed Trauma Medical Director with a writti description

5. Appointed Trauma Program Manager with a wrijtdndescription

6. A written Trauma Performance Improvement plan
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7. Documentation of trauma center representatiemdance at the regional trauma
advisory committee meetings

1000.02Trauma Service

A trauma service is an organized structure of t@réhe patient. The Trauma Service
must be established and recognized by the medafél 3he service includes
personnel and resources necessary to ensure trapepte efficient care delivery. The
composition of the service will vary depending ba hature of the medical center,
available resources and personnel and patientalineed. The trauma service must
come under the organization and direction of aeamgvho is board certified with
special interest in trauma care. All patients waithitiple system trauma or major injury
must be evaluated by the trauma service. Injuadidipts may be admitted to individual
surgeons.

1000.03Trauma Team

The team approach is optimal in the care of theiptelinjured patients. There must
be identified members of the trauma tedtolicies should be in place describing the
roles of all personnel on the trauma team. Thepumition of the trauma team in any
hospital will depend on the characteristics of tiapital and its resourcda.some
instances, a tiered response may be appropribtetiered response is employed
written policy must be in place and the system rtwoad by the Pl process. The team
leader must be a qualified general surgédhphysicians on the trauma team
responsible for directing any phase of the resatoit (emergency physician and
general surgeons) must be currently certified iL8T

Suggested composition of the trauma team for shvimjered patients may include:
a. Physicians
b. Specialists
c. Laboratory Technicians as dictated by clinical reeed
d. Nursing: ED, OR, ICU, etc.
e. Auxiliary Support Staff
f.  Respiratory Therapists
g. Security Officers
NOTE: Physicians must obtain ATLS within one ydaris ATLS verification must be
recognized by the American Board of Medical Spaeml ATLS requirements is

waived for Board Certified Emergency Medicine amdu8l Certified General Surgery
Physicians.
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1000.04Medical Director

Level lll Trauma Centers must have a physicianatineof the trauma program. The
medical director plays an important administratioie. The medical director must be a
board-certified surgeon with special interest autna care. The medical director will
be responsible for developing a performance imprarg process and, through this
process, will have overall accountability for aluma patients and administrative
authority for the hospital's trauma program. Thedlimal director must be given
administrative support to implement the requirersapiecified by the State trauma
plan. The director is responsible for working with thedentialing process of the
hospital and, in consultation with the approprisevice chiefs, recommending
appointment and removal of physicians from thertrateam. He should cooperate
with nursing administration to support the nursiregds of the trauma patient and
develop treatment protocols for the trauma patiefitee director in collaboration with
the Trauma Program Manager/TPM should coordinaédtligetary process for the
trauma program

The director must be currently certified by the Aiven College of Surgeons
Advanced Trauma Life Support (ATLS), maintain pednvolvement in care of the
injured, maintain education in trauma care, anchtaa involvement in professional
organizations. The trauma director, or his desgneust be actively involved with the
trauma system development at the community, regemastate level.

1000.05Multidisciplinary Trauma Committee

The purpose of the committee is to provide ovetsigial leadership to the entire trauma
program. The exact format will be hospital sgeahd may be accomplished by
collaboration with another designated trauma centtre region. The major focus will
be on PI activities, policy development, commun@aamong all team members,
development of standards of care, education angaxh programs, and injury
prevention. The committee has administrative gistesnatic control and oversees the
implementation of the process which includes aligpam related services, meets
regularly, takes attendance, maintains minutesaanéls to correct overall program
deficiencies to optimize patient care. Suggestethbership for the committee
includes representatives (if available in the comity)i from:

a. Administration

b. Orthopedics

C. Anesthesia

d. Pediatrics

e. Emergency Department

f.  Prehospital Care Providers
g. General Surgery

h. Radiology
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i. Intensive Care
J.  Rehabilitation
k. Laboratory
|.  Respiratory Therapy
m. Nursing
n. Trauma Program Manager/TPM
0. Operating Room

The clinical managers (or designees) of the departsninvolved with trauma care
should play an active role with the committee.

The trauma center may wish to accomplish performamprovement activities in this
committee or develop a separate peer review commitiThis committee should
handle peer review independent from departmenithasgéew. The committee must
meet regularly and maintain attendance and minukegs committee must report
findings to the overall hospital performance immment program.

1000.06Trauma Program Manager/TPM

Level Il trauma centers must have a registeredeurorking in the role of Trauma
Program Manager/TPM. Working in conjunction witle tmedical director, the Trauma
Program Manager/TPM is responsible for organizadibtne program and all systems
necessary for the multidisciplinary approach thiemg the continuum of trauma care.
The Trauma Program Manager/TPM is responsible @wking with the trauma team to
assure optimal patient care. There are many remeints for data coordination and
performance improvement, education and preventitinites incumbent upon this
position.

The Trauma Program Manager/TPM or his/hers desigheeld offer or coordinate
services for trauma education. The Trauma Produiamager/TPM should liaison with
local EMS personnel, the Department, Regional Teadvisory Committee and other
trauma centers.

1000.07 Hospital Departments, Divisions, Sections

The Level lll trauma center must have the followdepartments, divisions or sections:
a. General Surgery
b. Orthopedic Surgery
c. Emergency Medicine

d. Anesthesia
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1001. CLINICAL CAPABILITIES

Level lll trauma centers must have published ohsmdiedules and have the following medical
specialists immediately available 24 hours/daytoinjured patient:

a. Trauma/General Surgery
Note: It is desirable that a back up surgeon schedupublished. It is desirable that the
surgeon on-call is dedicated to the trauma centat aot on-call to any other hospital while
on trauma call. A system should be developedsara notification of the on-call surgeon

and compliance with these criteria and their appiafeness must be documented and
monitored by the PI process.

b. Anesthesia

Note: Anesthesia must be promptly available witheehanism established to ensure early
notification of the on-call anesthesiologist. Atieesia must be available 24 hours/day.
Anesthesia chief residents or Certified Nurse Aratitt (CRNAs) may fill this requirement.
When residents or CRNAs are utilized, the stafs@resiologist on-call will be advised,
promptly available, and present for all operatioktospital policy must be established to
determine when the anesthesiologist must be imtedgavailable for airway control and
assisting with resuscitation. The availabilitytbé anesthesiologist and the absence of
delays in airway control or operative anesthesisstrhe documented and monitored by the
Pl process.

c. Emergency Medicine (in-house 24 hours/day)

The following specialist must be on-call and prompiailable:
a. Orthopedic Surgery
b. Radiology

It is desirable (although not required) to haveftilewing specialist available to a Level llI
trauma center:

a. Hand Surgery

b. Obstetrics/Gynecology Surgery
Cc. Ophthalmic Surgery

d. Oral/Maxillofacial Surgery

e. Plastic Surgery

f.  Critical Care Medicine

g. Thoracic Surgery

The staff specialist on-call will be notified aetliscretion of the trauma surgeon and will be
promptly available. The PI program will continubusionitor this availability.
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Policies and procedures should exist to notifypthent's primary physician of the patient's
condition at an appropriate time.

1001.02Qualifications of Physicians on the Trauma Team

Basic to qualification for trauma care for any s is Board Certification in a
surgical specialty recognized by the American Badriledical Specialties, the
Advisory Board for Osteopathic Specialties, the Aiga Dental Association, the
Royal College of Physicians and Surgeons of Car@dather appropriate foreign
board. Many boards require a practice period.hSucindividual may be included
when recognition by major professional organizatibas been received in their
specialty. The board certification criteria apfythe general surgeons, orthopedic
surgeons, and neurosurgeons.

1. Alternate criteria in lieu of board certifioati are as follows:

a. Non-board certified general surgeon must have cetragla surgical residency
program.

b. He/she must be licensed to practice medicine.
Cc. Approved by the hospital's credentialing commifte@esurgical privileges.

d. The surgeon must meet all criteria establishechbytriauma director to serve on
the trauma team.

e. The surgeon's experience in caring for the trauati@mt must be tracked by the
PI program.

2. The trauma director must attest to the surgexqmerience and quality as part of the
recurring granting of trauma team privileges.

3. The trauma director, using the trauma Pl pmoggaresponsible for determining
each general surgeon'’s ability to participate entthuma team.

The surgeon is expected to serve as the captdie ésuscitating team and is expected
to be in the emergency department upon arrivéh@feriously injured patient to make
key decisions about the management of the trautienga care. The surgeon will
coordinate all aspects of treatment, including segation, operation, critical care,
recuperation and rehabilitation (as appropriai lirevel 1l facility) and determine if
the patient needs transport to a higher lever . cH transport is required he/she is
accountable for coordination of the process withrteiving physician at the receiving
facility. If the patient is to be admitted to thevel Il trauma center, the surgeon is
the admitting physician and will coordinate theigrit care while hospitalized.
Guidelines should be written at the local levedlébermine which types of patients
should be admitted to the Level Ill trauma centewbich patients should be
considered for transfer to a higher level of care.

The general surgeons and emergency physiciansparitipate in a multidisciplinary
trauma committee and the Pl process. Peer reviewnittee attendance must be
greater than fifty percent over a year's periotimé. These physicians must be
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currently certified in ATLS, and it is desirableththey be involved in at least forty
eight (48) hours of trauma related continuing etdong CME) every 3 years.

NOTE: Physicians must obtain ATLS within one yéddris ATLS verification must be
recognized by the American Board of Medical Spaeml ATLS requirements are
waived for Board Certified Emergency Medicine amdu8l Certified General Surgery
Physicians.

For those physicians providing emergency medicoverage, board certification in
Emergency Medicine is desirable. However, care@rgency medicine physicians
who are board certified in a specialty recognizedhie American Board of Medical
Specialties, a Canadian Board or other equivataeidgn board meets the requirements.

Alternative criteria for the non-boarded physiciaorking in the Emergency
Department are as follows:

a. He/she must be licensed to practice medicine

b. Approved by the hospital's credentialing commifteeemergency medicine
privileges.

c. The physician must meet all criteria establishethieytrauma and
emergency medical director to serve on the tra@aant

d. The physician's experience in caring for the trapatient must be tracked
by the PI program.

e. The trauma and emergency medical director musttdti¢he physician's
experience and quality as part of the recurringtimg of trauma team
privileges.

f.  Residency in Emergency Medicine is desirable.

1002. FACILITY STANDARDS

1002.01Emergency Department

The facility must have an emergency departmenisidiv, service or section staffed so
those trauma patients are assured immediate amdpajzte initial care. The
emergency physician must be in-house 24 hoursiaegediately available at all times,
and capable of evaluating trauma patients and giryiinitial resuscitation. The
emergency medicine physician will provide team &ratip and care for the trauma
patient until the arrival of the surgeon in theusastation area. The emergency
department must have established standards anedunes to ensure immediate and
appropriate care for the adult and pediatric trapatéent. The medical director for the
department, or his designee, must participate tghMultidisciplinary Trauma
Committee and the trauma PI process.

The director of the emergency department, alonf thié trauma director, may
establish trauma-specific credentials that shoxteed those that are required for
general hospital privileges. (i.e. ATLS verificatjo
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There should be an adequate number of RN's stiffdte trauma resuscitation area
in-house 24 hours/day. Emergency nurses staffiagrauma resuscitation area must
be a current provider of TNCC and participate i ¢imgoing PI process of the trauma
program. There must be a written plan ensuringesunsaintain ongoing trauma
specific education.

NOTE: ER nurses must obtain TNCC within 18 months.

There is a complete list of required equipment seaky for the ED found in Section
1004.01.

1002.02Surgical Suites

The surgical team must be on-call with a well-defirmechanism for notification to
expedite transfer to the operating room if thegudts condition warrants. The process
should be monitored by trauma Pl program.

The OR nurses should participate in the care ofrthena patient and be competent in
the surgical stabilization of the major trauma gaiti

The surgical nurses are integral members of thertasteam and must participate in the
ongoing PI process of the trauma program and maustfiresented on the
Multidisciplinary Trauma Committee.

The OR supervisor must be able to demonstrateodtjration scheme to assure the
availability of an operating room for the emerggatima patient during a busy
operative schedule.

There is a complete list of necessary equipmentisurgical suites found in Section
1004.01.

Anesthesia must be promptly available with a meigmarstablished to ensure
notification of the on-call anesthesiologist. Tlevel 11l trauma center must document
conditions when the anesthesiologist must be imatelyi available for airway
emergencies and operative management of the trpatieant.

Anesthesiologists on the trauma team must haveessfidly completed an anesthesia
residency program approved by the AccreditationrCodor Graduate Medical
Education, the American Board of Osteopathic Sisesa or the American
Osteopathic Board and should have board certifinati anesthesia.

Anesthesia requirements may be fulfilled by CextifRegistered Nurse Anesthetists
(CRNAs) and/or anesthesia residents who are capéblgsessing emergent situations
in trauma patients and of providing an indicatedtment, including initiation of
surgical anesthesia. When the CRNA is used to thestequirement, the staff
Anesthesiologist will be advised and promptly aadalié at all times and present for
operations. Trauma centers must document conditibies the anesthesiologist must
be immediately available for airway emergencies @uetrative management of the
trauma patient. The availability of the anesthiesjist and the absence of delays in
operative anesthesia must be documented and meshibgrthe Pl process. The
anesthesiologist participating on the trauma telaoulsl have the necessary educational

The Mississippi Trauma Care System Regulations Bucf Emergency Medical Services/Trauma
Effective May 16, 2010 Office of Health Protection



93

background in the care of the trauma patient; giggte in the Multidisciplinary
Trauma Committee and the trauma PI process.

1002.03Post Anesthesia Care Unit (PACU)

A Level Ill trauma center must have a PACU avagabd hours/day to the
postoperative trauma patient. Hospital policy nhestvritten to assure early
notification and prompt responsErequently, it is advantageous to bypass the PACU
and directly admit to the ICU. In this instandes tCU may meet these requirements.

PACU nurses must show evidence of completion ofiectired in-service program.
There must be a written plan ensuring nurses nmiaintggoing critical care education.
PACU staffing should be in sufficient numbers toatie critical need of the trauma
patient.

There is a complete list of necessary equipmernthi®PACU inSection 1004.01

1002.04Intensive Care Unit

1. Surgical Director/Physician Coverage

The ICU must have a surgical director or surgicatizector who is responsible to set
policy and administration and establish standafdsue to meet the unique needs of
the trauma patient. He/she is responsible fogttadity of care and administration of
the ICU. The trauma medical director must worlagsure trauma patients admitted to
the ICU will be admitted under the care of a gehsuwegeon or appropriate surgical
subspecialists. In addition to overall respongibfbr patient care by the primary
surgeon, it is desirable to have in-house physic@amerage for the ICU at all times.
This may be provided by a hospitalist or emergeptoysician.

2. Nursing Personnel

Level lll trauma center should provide staffingsinfficient numbers to meet the needs
of the trauma patient. There must be a written plasuring nurses maintain ongoing
critical care education. ICU nurses are an inlgumet of the trauma team and as such,
should be represented on the Multidisciplinary TmalcCommittee and participate in
the PI process of the trauma program.

ICU nurses must show evidence of completion ofwcttred in-service program.
There must be a written plan ensuring nurses maintggoing trauma specific
education.

There is a complete list of necessary equipmenti®sitCU in Section 1004.01.
1003. CLINICAL SUPPORT SERVICES

1003.01Respiratory Therapy Service

The service must be staffed with qualified persbonecall 24 hours/day to provide the
necessary treatments for the injured patient.
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1003.02Radiological Services

A board-certified radiologist should administer trepartment and participate actively
in the trauma PI process. The radiologist is arkeynber of the trauma team and
should be represented on the Multidisciplinary TmaucCommittee. A certified
radiological technician must be available in-hoR4ehours/day to meet the immediate
needs of the trauma patient for general radioldgicacedures. Sonography should be
available to the trauma team. If the radiologhtécian and the specialty technician
are on-call from home, a mechanism must be in glaessure the technicians are
available. The performance improvement process wauniy that radiological services
are promptly available. Written policy shouldstxlelineating the
prioritization/availability of the CT scanner feaatima patients. The use of
teleradiology is acceptable. It is anticipateat flacilities may cross-train personnel for
other roles. This is acceptable as long as tiseme response delay.

The PI process must ensure that trauma patienecacampanied by appropriately
trained licensed providers and that the appropregascitation and monitoring are
provided during transportation to and while in thdiology department.

The radiologist must ensure the preliminary intetgtions are promptly reported to the
trauma team and the Pl Program must monitor ahigbs in interpretation.

1003.03Clinical Laboratory Services

The clinical laboratory service shall have thedaling services available in-house 24
hours/day:

a. Access to a community central blood bank and adecgtarage facilities.
Sufficient quantities of blood and blood produdisild be maintained at all
times. Blood typing and cross-match capabilitiesnibe readily available.

b. Standard analysis of blood, urine, and other badgs includes microsampling
when appropriate.

Cc. Blood gas and Ph determinations (this function ayperformed by services
other than the clinical laboratory service, whepligable).

d. Alcohol screening is required and drug screeniriighly recommended.

e. Coagulation studies.

f.  Microbiology
Sufficient numbers of clinical laboratory techndkig shall be in-house 24 hours/day
and promptly available at all times. It is antitipd that facilities may cross-train

personnel for other roles. This is acceptablemrg as there is no response delay.

1003.04Acute Hemodialysis

There must be a written transfer agreement witkclitfy that provides this service if
this service if it is not available at the Levdlthauma center.
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1003.05Burn Care
There must be a written transfer agreement to a Benter. Policies and procedures
should be in place to assure the appropriate saendered during the initial
resuscitation and transfer of the patient.

1003.06Rehabilitation/Social Services

The rehabilitation of the trauma patient and thetiomed support of the family
members are important parts of the trauma systeach facility will be required to
address a plan for integration of rehabilitatiotoithe acute and primary care of the
trauma patient at the earliest stage possible afterission to the trauma center. Level
Il hospitals will be required to identify a mectism to initiate rehabilitation services
and/or consultation in a timely manner, as welicagevelop policies regarding
coordination of the Multidisciplinary Rehabilitatioream. Policies must be in place to
address the coordination of transfers between azutefacilities and approved
rehabilitation facilities. There must be a writtemnsfer agreement with a facility that
provides this service if this service is not avalgaat the Level Ill trauma center
Transfer agreements should include a feedback mesrhdor the Rehab/Skilled
Nursing facilities to update the health care teanthe patient's progress and outcome
for inclusion in the trauma registry. The rehahtiitn services must include Physical
Therapy and Social Service. It is desirable teeh@ecupational and Speech Therapy

The nature of traumatic injury requires that thgcpslogical needs of the patient and
family are considered and addressed in the acagestof injury and throughout
recovery. A Level lll trauma center may utilizenmmunity resources as appropriate to
meet the needs of the trauma patient.

1003.07Prevention/Public Qutreach

Level lll trauma centers must work cooperativelyhwieferral facilities to develop and
implement an outreach program for trauma caredanrélgion. The Level Ill trauma
center will work to plan, facilitate and provideofessional education programs for the
prehospital care providers, nurses and physicfems, referral facilities in their region.
Prevention programs should be specific to the neétle region. The trauma registry
data should be utilized to identify injury trendwgfocus prevention needs.

Outreach is the act of providing resources to iindials and institutions that do
not have the opportunities to maintain current kieolge and skills.

The Level Ill trauma center is responsible for vingkwith the other centers to develop
education and prevention programs for the publiat@ofessional staff. The plan must
include implementation strategies to assure inftionalissemination to all residents in
the region.

1003.08Transfer Protocols

The Level Il trauma center will have transfer atls in place with Level | and Level

Il trauma centers, as well as all specialty refareaters (such as burn, pediatrics,
spinal cord injury and rehabilitation) when thesevices are not available at the trauma
center. Level lll trauma centers should work ilalmration with the referral trauma
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facilities in their region and develop interfagiliransfer guidelines. These guidelines
must address criteria to identify high-risk traupagients that could benefit from a
higher level of trauma care. All designated féieidi will agree to provide services to
the trauma victim regardless of his/her abilitytry.

When a patient in need of trauma services is teared to a receiving facility capable
of providing the needed care, from a transferranglity which cannot provide an
adequate level of care, the following shall applyhen a determination is made by
appropriate medical personnel of the receivindifgdthat a patient transferred from
the transferring facility has been stabilized, oiager has an emergency medical
condition or no longer requires the specialty smwiprovided at the receiving facility,
but the patient still requires further acute c#ne,transferring facility, with the consent
of the patient and the patient’s physician, agteesadmit the transferred patient for
appropriate acute care within 24 to 48 hours ohsudetermination. The patient’s
physician, the chief of the medical staff or otaathorized representative of the
transferring facility shall facilitate the identifition of the patient’s physician or his/her
designee to accept the patient and transfer thenpdiack to the transferring facility.

Additionally, transfer protocols must be writterthwvall referral facilities in the
immediate service area. All facilities will worgether to develop transfer guidelines
indicating which patients should be consideredramsfer and procedures to assure the
most expedient, safe transfer of the patient. tidnesfer protocols must include a
feedback loop so the primary provider has a goatkrstanding of patient outcome and
assures this information becomes part of the trawgiatry. Every effort should be
made to repatriate the trauma patient to his/hed lcommunity hospital or provider
hospital as appropriate.

1003.09Performance Improvement/Evaluation

A key element in trauma system planning is evatumathll licensed hospitals which
have organized emergency services or departmelhiseaiequired to participate in the
statewide trauma registry for the purpose of supmppeer review and performance
improvement activities at the local, regional atateslevels. Since these data relate to
specific trauma patients and are used to evalumténaprove the quality of health care
services, this data is confidential as provideMliss. Code Ann.841-59-77. Level | and
Il trauma facilities may be responsible for dirassistance to Level lll, referring
facilities in providing data for inclusion in thegistry.

Each trauma center must develop an internal Pediocan Improvement plan that
minimally addresses the following key components:

a. An organizational structure that facilitates parfance improvement
(Multidisciplinary Trauma Committee).

b. Clearly defined authority and accountability foe ghrogram.

c. Clearly stated goals and objectives one of whicukhbe reduction of
inappropriate variations in care.
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d. Development of expectations (criteria) from evideshbased guidelines,
pathways and protocols. These should be apprepoajectively defined
standards to determine quality of care.

e. Explicit definitions of outcomes derived from inational standards.

f.  Documentation system to monitor performance, ctisre@ction and the result
of the actions taken.

g. A process to delineate privileges credentialingralima service physicians.
h. Aninformed peer review process utilizing a mukiplinary method.
i. A method for comparing patient outcomes with coragwgurvival probability.
J.  Autopsy information on all deaths when available.
k. Review of prehospital care.
I.  Review of times and reasons for trauma bypass.
m. Review of times and reasons for trauma transfers.
n. Audit of all trauma deaths.
0. Morbidity and Mortality review.

Representatives from the Level Il trauma centatlgarticipate in the RTACs and the
statewide performance review process.

1003.10Trauma Registry

All licensed hospitals which have organized emecgeservices or departments must
participate in the statewide trauma registry far plurpose of supporting peer review
and performance improvement activities at the laegional and state levels. Since
this data relates to specific trauma patients aadised to evaluate and improve the
guality of health care services, this data is amitial and will be governed by the
Miss. Code Ann.§41-59-77.

Compliance with the above will be evidenced by:

a. Documentation of utilization of the Trauma Regisiata in the trauma
performance improvement process

b. Timely submission of Trauma Registry Data to thedau of EMS and the
appropriate Region at least monthly.
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1004.01 Essentials and Desirables for Level Il fuma Centers

Level I
1 Institutional Organization
2 Trauma Program E
3 Trauma Service E
4 Trauma Team E
5 Trauma Program Medical Director E
6 Trauma Multidisciplinary Committee E
7 Trauma Program Manager E
8 Hospital Departments/Divisions/Sections
9 Surgery E
10 Neurological Surgery -
11 Neurosurgical Trauma Liaison -
12 Orthopaedic Surgery D
13 Orthopaedic Trauma Liaison D
14 Emergency Medicine E
15 Anesthesia E
16 | Clinical Capabilities
17 (Specialty Immediately Available 24

hours/day)

18 Published on-call schedule E
19 General Surgery E
20 Published back-up schedule D
21 Dedicated to single hospital when on-call D
22 Anesthesia E
23 Emergency Medicine E
24 On-call and promptly available 24 hours/day
25 Cardiac Surgery -
26 Hand Surgery D
27 Microvascular/replant Surgery -
28 Neurological Surgery --
29 Dedicated to one hospital or back-up call --
30 Obstetrics/Gynecologic Surgery D
31 Ophthalmic Surgery D
32 Oral/Maxillofacial Surgery D
33 Orthopaedic Surgery E
34 Plastic Surgery D
35 Critical Care Medicine D
36 Radiology E
37 Thoracic Surgery D
38 | Clinical Qualifications
39 General/Trauma Surgeon:
40 Current Board Certification E*(1
41 16 Hours CME/Year (7) D
42 ATLS Completion *(2) (10) E
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43 Peer Review Committee liaison E
Attendance >50%

44 Multidisciplinary Committee liaison E
Attendance

45 Emergency Medicine:

46 Board Certification E *(6)

47 16 Hours CME/Year (7) D

48 ATLS Completion *(2 ) (10) E

49 Peer Review Committee liaison E
Attendance 50%

50 Multidisciplinary Committee liaison E
Attendance

51 Neurosurgery:

52 Current Board Certification -

53 16 Hours CME/Year (7) -

54 ATLS Completion *(2 ) (10) -

55 Peer Review Committee liaison -
Attendance 50%

56 Multidisciplinary Committee liaison -
Attendance

57 Orthopaedic Surgery:

58 Current Board Certification E

59 16 Hours CME In Trauma/Year (7) D

60 ATLS Completion *(2) (10) D

61 Peer Review Committee liaison E
Attendance 50%

62 Multidisciplinary Committee liaison E
Attendance

63 | Facilities/Resources/Capabilities

64 Volume Performance

65 Trauma Admissions: 1,200/year -

66 Patients with ISS > 15 (240 totaBbr -
patients/surgeon)

67 Presence of Surgeon at resuscitation E

68 Presence of Surgeon at Operative E
Procedures

69 | Emergency Department

70 Personnel

71 Designated physician director E

72 RN in-house and available E *(4)

73 Equipment for Resuscitation for Patients gf
all ages

74 Airway control and ventilation equient E

75 Pulse Oximetry E
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76 Suction Devices E
77 Electrocardiograph-Oscilloscope- E
Defibrillator
78 Internal Paddles E
79 CVP Monitoring Equipment E
80 Standard IV Fluids and Administration E
Sets
81 Large bore intravenous catheters =
82 Sterile Surgical Sets for:
83 Airway control/cricothyrotomy E
84 Thoracostomy E
85 Venous cut-down E
86 Central line insertion E
87 Thoracotomy E
88 Peritoneal lavage E
89 Arterial catheters D
90 Ultrasound D
91 Drugs necessary for emergency cd@e E
92 X Ray availability 24 hours/day E
93 Cervical spine stabilization devices E
94 Broselow tape E
95 Thermal control equipment:
96 For Patient E
97 For fluids and blood E
98 Rapid Infuser system *(8) E
99 Qualitative end-tidal CO2 determinatio E
100 Communication with EMS vehicles E
101 | Operating Room
102 Immediately available 24 hours/day D
103 Personnel
104 In-house 24 hours/day D
105 Available 24 hours/day E
106 Age-specific equipment
107 Cardiopulmonary bypass -
108 Operating microscope D
109 Thermal control equipment
110 For patient E
111 For blood/fluids E
112 X Ray capability, including c-arm image E
intensifier
113 Endoscopes, bronchoscope E
114 Craniotomy instruments D
115 Equipment for long bone and pelvic fixatig D
116 Rapid infuser system * (9) E
117 Pulse oximetry E
118 Qualitative end-tidal CO2 determination E
119 | Postanesthetic Recovery Room (SICU
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120 Registered nurses available 24 hours/day| E
121 Equipment for monitoring and resuscitation
122 Intercranial pressure monitoring equipmennt
123 Pulse oximetry E
124 Thermal control E
125 | Intensive or Critical Care Unit for Injured
Patients
126 Registered nurses with trauma educatiopi ( E
127 Designated surgical director or surgical ¢
director
128 Surgical ICU service physician in-house 24
hours/day
129 Surgically directed and staffed ICU sesvic D
130 Equipment for monitoring and resuscitation
131 Intracranial monitoring equipment D
132 Pulmonary artery monitoring equipment E
133 | Respiratory Therapy Services
134 Available in-house 24 hours/day E
135 On call 24 hours/day -
136 | Radiological Services (Available 24 hours/day)
137 In-house radiology technologist E
138 Angiography D
139 Sonography E
140 Computed Tomography E
141 In-house CT technician -
142 Magnetic resonance imaging D
143 | Clinical Laboratory Services (Available 24
hours/day)
Standard analysis of blood, urine and other
144 | body fluids, including
microsampling when appropriate
145 Blood typing and cross-matching E
146 Coagulation studies E
Comprehensive blood bank or access to 4
147 | community central blood
bank and adequate storage facilities
148 Blood gases and pH determinations E
149 Microbiology E
150 | Acute Hemodialysis
151 In-house
152 Transfer agreement E
153 | Burn Care - Organized
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154 In-house or transfer agreement with Burn E
Center
155 | Rehabilitation Services
156 Transfer agreement to an approved rehah E
facility
157 Physical Therapy E
158 Occupational Therapy D
159 Speech Therapy D
160 Social Services E
161 | Performance Improvement
162 Performance improvement programs E
163 Trauma Registry
164 In-house E
165 Participation in state, local, or ol E
registry
166 Orthopaedic database -
167 Audit of all trauma deaths E
168 Morbidity and mortality review E
169 Multidisciplinary trauma committee E
170
171 Review of prehospital trauma care E
172 Review of times/reasons for trauma- E
related bypass
173 Review of times/reasons for transfer o E
injured patients
174
Participate in regional review of
prehospital trauma care,
175 times/reasons for trauma-related bypass, E
times/treasons for transfer
of injured patient
176 Pl process established to monitor nespo E
times for all on-call personnel
194 Trauma registry Pl activities E
177 | Continuing Education/Outreach
177 General surgery residency program - -
178 ATLS provide/participate D
179 Programs provided by hospital for:
180 Staff/Community physicians (CME) D
181 Nurses E
182 Allied health personnel E
183 Prehospital personnel E
provision/participation
184 | Prevention
185 Injury control studies -
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Dy

186 Collaboration with other institutions D

187 Monitor progress/effect of prevention D
programs

188 Designated prevention D
coordinator/spokesperson

189 Outreach activities D

190 Information resources for public D

191 Collaboration with existing programs D

192 Coordination and/or participation in E
community prevention activities

193 | Research

195 Research committee -

196 Identifiable IRB process -

197 Extramural education presentations D

199 Number of scientific publications -

200 | * (1) Mississippi standards will require atdeane general surgeon to be board certified.
Alternated criteria may be substituted for othaffst

201 | *(2) Mississippi standards will require a @ntr ATLS completion card. Physicians have up t
one (1) year after hiring to obtain ATLS certifiicat.

202 | *(3) Some mechanisms for “grandfathering” am+board certified neurosurgeons and
orthopedic surgeons will be developed by hospibétp.

203 | *(4) The RN in-house and available in the Edstrbe a current provider in TNCC.

204 | *(5) Drugs necessary for emergency care wiltlefined by the prehospital drug list set forth &
the Bureau of Emergency Medical Services.

205 | *(6) Board certified or alternative criteria @stablished by hospital policy.

206 | * (7) Can be accompanied with 48 hours of trm@tucation over three (3) years.

207 | *(8) Simple pressure bag.

208 | *(9) Ongoing critical care education bi-antyal

209 | *(10) ATLS requirements is waived for Board ffimd Emergency Medicine and Board

Certified General Surgery Physicians.
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Chapter 11  LEVEL IV TRAUMA CENTERS

1100

Level IV trauma centers are generally licensed,lismaal facilities with a commitment to the
resuscitation of the trauma patient and writtengfar protocols in place to assure those patients
who require a higher level of care are appropwatainsferred. These facilities may be staffed
by a physician, or a licensed midlevel practitiofie. advanced practice nurse) or Registered
Nurse. The major trauma patient will be resuseitatnd transferred. This categorization does
not contemplate that Level IV hospitals will haesaurces available for emergency surgery for
the trauma patient.

Level IV trauma centers may meet the following d&nds in their own facility through a formal
affiliation with another trauma center.

HOSPITAL ORGANIZATION

1100.01Trauma Program/Service

There must be a written commitment letter fromBloard of Directors and the medical
staff on behalf of the entire facility which statls facility's commitment to

compliance with the Mississippi Trauma Care Regutat  The written commitment
shall be in the form of a resolution passed by@pr@priate quorum of the members of
the governing authority. Should the business argdion be other than a corporation, a
letter explaining such together with a written coitnment of the hospital’s chief
executive officer to the establishment of a trawaw@ program may be sufficient. A
trauma program must be established and recognizétklorganization.

Compliance with the above will be evidenced by:
a. Board of Director's and medical staff letter of coittment
b. Written policies, procedures and guidelines foeaarthe trauma patient
Cc. A defined Trauma Team with written roles and resalities
d. Appointed Trauma Medical Director with a writterbjdescription
e. A written Trauma Performance Improvement Plan
f.  Appointed Trauma Program Manager with a writtendelcription

g. Documentation of trauma center representativeénddince at the Regional
Trauma Advisory Committee meetings

1100.02Trauma Team

The team approach is optimal in the care of thdipielinjured patients. The trauma
center must have a written policy for notificatimnd mobilization of an organized
trauma team to the extent that one is available. Tauma Team may vary in size and
composition when responding to the trauma activatibhe physician leader or
licensed advance practice nurse on the traumaigeraponsible for directing all
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phases of the resuscitation in compliance with Apc&ocol. Suggested composition
of the trauma team includes, if available:

a. Physicians or licensed advance practice nurse
b. Laboratory Technicians
C. Nursing
d. Ancillary Support Staff
Compliance with the above will be evidenced by:
a. A written resuscitation protocol which adhereshte principles of ATLS

b. A written trauma team activation criteria policyialmincludes physiologic,
anatomic and mechanism of injury criteria

1100.03Medical Director

The Level IV trauma center must have a physiciaectr of the trauma program. In
this instance the physician is responsible for waykvith all members of the trauma
team, and overseeing the implementation of a traspeaific performance
improvement process for the facility. Through thiscess, he/she should have overall
responsibility for the quality of trauma care reregkat the facility. The director must
be given administrative support to implement trgunements specified by the
Mississippi Trauma Plan. The director should agsithe development of standards of
care and assure appropriate policies and procedteén place for the safe
resuscitation and transfer of trauma patients. prhsician director must have current
verification in ATLS.

NOTE: ATLS requirement may take up to five yeambtain. Physicians must obtain
ATLS within one year. This ATLS verification nhetecognized by the American
Board of Medical Specialties. ATLS requirementsassed for Board Certified
Emergency Medicine and Board Certified General 8ordPhysicians.

Compliance with the above will be evidenced by:

a. Chairing and patrticipating in the committee wheeaaiina performance
improvement is presented

b. Documentation of current ATLS verification
c. Administrative support can be documented in thewizational chart which
depicts the reporting relationship between thenti@program medical director

and administration

d. Trauma specific policies, procedures and guidelamsoved by the Trauma
Medical Director

1100.04Multidisciplinary Trauma Committee
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The purpose of the committee is to provide ovetsagla leadership to the entire trauma
program. The exact format will be hospital sgeahd may be accomplished by
collaboration with another designated trauma centtre region. The major focus will
be on PI activities, policy development, communaraeamong all team members,
development of standards of care, education angaxh programs, and injury
prevention. The committee oversees the implemientaf the process which includes
all program related services, meets regularly,da@tendance, maintains minutes and
works to correct overall program deficiencies ttirofze patient care. Suggested
membership for the committee includes represemsijif available in the community)
from:

a. Administration

b. Emergency Department

Cc. Prehospital Care Providers

d. Radiology

e. Rehabilitation

f. Laboratory

g. Respiratory Therapy

h. Nursing

i.  Trauma Program Manager/TPM

The clinical managers (or designees) of the departsninvolved with trauma care
should play an active role with the committee.

The trauma center may wish to accomplish performamprovement activities in this
committee or develop a separate peer review commitiThis committee should
handle peer review independent from departmenithasgéew. The committee must
meet regularly and maintain attendance and minukegs committee must report
findings to the overall hospital performance imgnment program.

1100.05Trauma Program Manager/TPM

The trauma center must have a person to act asarlito the regional evaluation
process to conduct many of the administrative fonstrequired by the trauma
program. It is not anticipated that this wouldaokill-time role. Specifically, this
person is responsible, with the medical directarcbordinating optimal patient care
for all injured victims. This position will ideallgerve as liaison with local EMS
personnel, the Regional Trauma Advisory Council AR} and the Department as well
as other trauma centers.

Compliance with the above will be evidenced by:
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a. Attendance at and participation in the committeengttrauma performance
improvement is presented

b. A written job description of roles and responstlgh to the trauma program
which include: management of the trauma programitonng of clinical
activities on trauma patients, providing staff withuma related education,
implementation of trauma specific performance improent and supervision of
the trauma registry

c. Documentation of collaboration with Trauma Progfdedical Director in the
development and implementation of trauma specdlcigs, procedures and
guidelines.

1101. CLINICAL CAPABILITIES

The trauma center must maintain published on-cakdules for physicians or licensed advance
practice nurses on-call to the facility.

1101.01Emergency Department

The facility must have an emergency departmentestafo trauma patients are assured
immediate and appropriate initial care. There nbesa designated physician director

It is not anticipated that a physician will be d&hle on-call to an emergency
department in a Level IV trauma center; howevé & desirable characteristic of a
Level IV. The on-call practitioner must respondhie emergency department based on
local written criteria. A system must be developedssure early notification of the
on-call practitioner. Compliance with this critammust be documented and monitored
by the Trauma Performance Improvement process.

Emergency nurses staffing the trauma resuscitatiea must be a current provider in
TNCC. Adequate numbers of nurses must be availafileuse 24 hours/day, to meet
the need of the trauma patient. The nurse mapperbther patient care activities
within the hospital when not needed in the emergeepartment.

NOTE: ER nurses must obtain TNCC within 18 months.

A complete list of required equipment necessaryiferEmergency Department can be
found in Section 1103.01.

Compliance with the above will be evidenced by:
a. Written trauma specific education plan for nurses
b. Published on-call list of practitioners to the Egency Department
c. Documentation of nursing staffing patterns to as@4-hour coverage

1102. CLINICAL SUPPORT SERVICES

It is not anticipated that Level IV trauma centease any of the following services available:
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a. Respiratory Therapy Services
b. Radiology Services

c. Clinical Laboratory Services
d. Acute Hemodialysis

Should any of these services be available, théitiashould make them
available to the trauma patient as necessary atmiivthe capabilities of the
facility.

1102.02Burn Care
There must be a written transfer agreement to a Benter. Policies and Procedures
should be in place to assure the appropriate saendered during the initial

resuscitation and transfer of the patient.

1102.030utreach/Prevention/Public Education

The Level IV trauma center is responsible for wagkwith other trauma centers and
the trauma care region to develop education angepten programs for the public and
professional staff.

Compliance with the above will be evidenced by aoentation of collaborative
efforts of trauma specific education and injuryvyamation programs with other
trauma centers and/or the trauma care region

1102.04Transfer Agreements

There must be written transfer agreements withrathema facilities in the region. A
policy must be in place to facilitate and expetlike transfer sequence to assure the
most appropriate care is rendered. Agreements lpeus place for higher level of

care and specialty referral for pediatrics, buatsite hemodialysis, head or spinal cord
injury and rehabilitation. All facilities will wde together to develop transfer guidelines
indicating which patients should be consideredramsfer and procedures to ensure the
most expedient, safe transfer of the patient. tidnesfer guidelines need to make
certain that feedback is provided to the facilitiesl assure that this information
becomes part of the trauma registry. All desigddacilities will agree to provide
service to the trauma patient regardless of th#@lityato pay.

When a patient in need of trauma services is teared to a receiving facility capable
of providing the needed care, from a transferrangjlity which cannot provide an
adequate level of care, the following shall applyhen a determination is made by
appropriate medical personnel of the receivindifgdhat a patient transferred from
the transferring facility has been stabilized, oager has an emergency medical
condition or no longer requires the specialty smwiprovided at the receiving facility,
but the patient still requires further acute c#ne,transferring facility, with the consent
of the patient and the patient’s physician, agteesadmit the transferred patient for
appropriate acute care within 24 to 48 hours ohsudetermination. The patient’s
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physician, the chief of the medical staff or othathorized representative of the
transferring facility shall facilitate the identfition of the patient’s physician or his/her
designee to accept the patient and transfer thenpéiack to the transferring facility.

Compliance with the above will be evidenced by daoentation of Transfer
Agreements with higher levels of care and specialtilities.

1102.05 Performance Improvement/Evaluation

The trauma center must develop and implement aniapecific performance
improvement plan. Key elements in trauma systeanrphg are evaluation,
measurement and improvement of performance. Takigto decrease variation in
care and improve patient outcomes.

Compliance with the above will be evidenced by:

a. Review of compliance with Regional EMS Triage Gliitks and Protocols
which must be reported to the Regional Performampeovement
Committee

b. Compliance with written Trauma Team Activation €ria

c. Compliance with the principles of ATLS

d. Peer Review of all trauma deaths to determine tivast and
appropriateness of care and preventability of death

e. Review of trauma related morbidities for appromnegss of care and
preventability

f.  Nursing Audit (Clinical review of nursing documetita and quality of care
rendered to trauma patients)

g. Review of timeliness and appropriateness of alh$fars Out
h. Review of prehospital trauma care.

i. Review of times/reasons for trauma-related bypass.

j-  Review of time/reasons for transfer of injured @ats

This information must be documented and reportedteuma specific meeting or in
conjunction with other ongoing committees in theilfgy.

1102.06 Trauma Reaqistry

All licensed hospitals which have organized emecgeservices or departments must
participate in the statewide trauma registry fa plurpose of supporting peer review
and performance improvement activities at the laegjional and state levels. Since
this data relates to specific trauma patients aadised to evaluate and improve the
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guality of health care services, this data is amitial and will be governed by the
Miss. Code Ann.841-59-77.

Compliance with the above will be evidenced by:

b. Documentation of utilization of the Trauma Regiglata in the trauma
performance improvement process

c. Timely submissionbTrauma Registry Data to the Bureau of EMS and the
appropriate Regioat least monthly.

1104.01 Essentials and Desirable Chart for Lev&V Trauma Centers

Level IV
1 Institutional Organization
2 Trauma Program E
3 Trauma Service --
4 Trauma Team E
5 Trauma Program Medical Director E
6 Trauma Multidisciplinary Committee E
7 Trauma Program Manager E
8 Hospital Departments/Divisions/Sections
9 Surgery --
10 Neurological Surgery -
11 Neurosurgical Trauma Liaison -
12 Orthopaedic Surgery -
13 Orthopaedic Trauma Liaison -
14 Emergency Medicine -
15 Anesthesia -
16 | Clinical Capabilities
17 (Specialty Immediately Available 24

hours/day)
18 Published on-call schedule --
19 General Surgery -
20 Published back-up schedule -
21 Dedicated to single hospital when on-call - -
22 Anesthesia -
23 Emergency Medicine -
24 On-call and promptly available 24 hours/day
25 Cardiac Surgery -
26 Hand Surgery -
27 Microvascular/replant Surgery -
28 Neurological Surgery -
29 Dedicated to one hospital or back-up call - -
30 Obstetrics/Gynecologic Surgery --
31 Ophthalmic Surgery -
32 Oral/Maxillofacial Surgery -
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33 Orthopaedic Surgery -

34 Plastic Surgery --

35 Critical Care Medicine --

36 Radiology -

37 Thoracic Surgery -

38 | Clinical Qualifications

39 General/Trauma Surgeon:

40 Current Board Certification -

41 16 Hours CME/Year (7) -

42 ATLS Completion *(2 ) (10) E

43 Peer Review Committee liaison -
Attendance 50%

44 Multidisciplinary Committee liaison -
Attendance

45 Emergency Medicine:

46 Board Certification -

47 16 Hours CME/Year (7) -

48 ATLS Completion *(2) (10) E

49 Peer Review Committee liaison -
Attendance 50%

50 Multidisciplinary Committee liaison -
Attendance

51 Neurosurgery:

52 Current Board Certification -

53 16 Hours CME/Year (7) -

54 ATLS Completion *(2 ) (10) -

55 Peer Review Committee liaison -
Attendance 50%

56 Multidisciplinary Committee liaison -
Attendance

57 Orthopaedic Surgery:

58 Current Board Certification -

59 16 Hours CME In Trauma/Year (7) -

60 ATLS Completion *(2 ) (10) -

61 Peer Review Committee liaison -
Attendance 0%

62 Multidisciplinary Committee liaison -
Attendance

63 | Facilities/Resources/Capabilities

64 Volume Performance

65 Trauma Admissions: 1,200/year -

66 Patients with ISS > 15 (240 totaBbr -
patients/surgeon)

67 Presence of Surgeon at resuscitation
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68 Presence of Surgeon at Operative

Procedures
69 | Emergency Department
70 Personnel
71 Designated physician director E
72 RN in-house and available D
73 Equipment for Resuscitation for Patients gf

all ages
74 Airway control and ventilation equient
75 Pulse Oximetry E
76 Suction Devices E
77 Electrocardiograph-Oscilloscope-

Defibrillator
78 Internal Paddles --
79 CVP Monitoring Equipment -
80 Standard IV Fluids and Administration

Sets
81 Large bore intravenous catheters E
82 Sterile Surgical Sets for:
83 Airway control/cricothyrotomy
84 Thoracostomy D
85 Venous cut-down
86 Central line insertion --
87 Thoracotomy --
88 Peritoneal lavage
89 Arterial catheters
90 Ultrasound
91 Drugs necessary for emergency cdie |*
92 X Ray availability 24 hours/day D
93 Cervical spine stabilization devices
94 Broselow tape E
95 Thermal control equipment:
96 For Patient
97 For fluids and blood
98 Rapid Infuser system *(8) D
99 Qualitative end-tidal CO2 determinatio
100 Communication with EMS vehicles E
101 | Operating Room
102 Immediately available 24 hours/day -
103 Personnel
104 In-house 24 hours/day -
105 Available 24 hours/day -
106 Age-specific equipment
107 Cardiopulmonary bypass -
108 Operating microscope -
109 Thermal control equipment
110 For patient --
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111 For blood/fluids -
112 X Ray capability, including c-arm image -

intensifier
113 Endoscopes, bronchoscope -
114 Craniotomy instruments -
115 Equipment for long bone and pelvic fixatiq -
116 Rapid infuser system * (9) -
117 Pulse oximetry -
118 Qualitative end-tidal CO2 determination -
119 | Postanesthetic Recovery Room (SICU

acceptable)
120 Registered nurses available 24 hours/day| - -
121 Equipment for monitoring and resuscitation -
122 Intercranial pressure monitoring equipment  --
123 Pulse oximetry -
124 Thermal control -
125 | Intensive or Critical Care Unit for Injured

Patients
126 Registered nurses with trauma educatigp? (-
127 Designated surgical director or surgical c -

director
128 Surgical ICU service physician in-house 24 -

hours/day
129 Surgically directed and staffed ICU seavic -
130 Equipment for monitoring and resuscitation -
131 Intracranial monitoring equipment -
132 Pulmonary artery monitoring equipment -
133 | Respiratory Therapy Services
134 Available in-house 24 hours/day --
135 On call 24 hours/day D
136 | Radiological Services (Available 24 hours/day)
137 In-house radiology technologist D
138 Angiography -
139 Sonography D
140 Computed Tomography D
141 In-house CT technician --
142 Magnetic resonance imaging -
143 | Clinical Laboratory Services (Available 24

hours/day)

Standard analysis of blood, urine and other
144 | body fluids, including -
microsampling when appropriate

145 Blood typing and cross-matching -
146 Coagulation studies -
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Comprehensive blood bank or access to 4

147 | community central blood -
bank and adequate storage facilities
148 Blood gases and pH determinations -
149 Microbiology -
150 | Acute Hemodialysis
151 In-house -
152 Transfer agreement E
153 | Burn Care - Organized
154 In-house or transfer agreement with Burn E
Center
155 | Rehabilitation Services
156 Transfer agreement to an approved rehah E
facility
157 Physical Therapy D
158 Occupational Therapy D
159 Speech Therapy -
160 Social Services D
161 | Performance Improvement
162 Performance improvement programs E
163 Trauma Registry
164 In-house E
165 Participation in state, local, or oewil E
registry
166 Orthopaedic database -
167 Audit of all trauma deaths E
168 Morbidity and mortality review E
169 Multidisciplinary trauma committee E
170
171 Review of prehospital trauma care E
172 Review of times/reasons for trauma- E
related bypass
173 Review of times/reasons for transfer o E
injured patients
174
Participate in regional review of
prehospital trauma care,
175 times/reasons for trauma-related bypass, E
times/treasons for transfer
of injured patient
176 Pl process established to monitor nes@o E
times for all on-call personnel
194 Trauma registry PI activities --
177 | Continuing Education/Outreach
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177 General surgery residency program - -

178 ATLS provide/participate D

179 Programs provided by hospital for:

180 Staff/Community physicians (CME) D

181 Nurses D

182 Allied health personnel -

183 Prehospital personnel D
provision/participation

184 | Prevention

185 Injury control studies -

186 Collaboration with other institutions E

187 Monitor progress/effect of prevention D
programs

188 Designated prevention -
coordinator/spokesperson

189 Outreach activities D

190 Information resources for public -

191 Collaboration with existing programs -

192 Coordination and/or participation in E
community prevention activities

193 | Research

195 Research committee --

196 Identifiable IRB process -

197 Extramural education presentations -

199 Number of scientific publications -

200 | * (1) Mississippi standards will require atdeane general surgeon to be board certified.
Alternated criteria may be substituted for othaffst

201 | *(2) Mississippi standards will require a @ntr ATLS completion card. Physicians have up tp
one (1) year after hiring to obtain ATLS certifiicat.

202 | *(3) Some mechanisms for “grandfathering” amfboard certified neurosurgeons and
orthopedic surgeons will be developed by hospibétp.

203 | *(4) The RN in-house and available in the Elstrbe current provider of TNCC.

204 | *(5) Drugs necessary for emergency care wiltlefined by the prehospital drug list set forth by
the Bureau of Emergency Medical Services.

205 | * (6) Board certified or alternative criterig @stablished by hospital policy.

206 | * (7) Can be accompanied with 48 hours of trm@aucation over three (3) years.

207 | *(8) Simple pressure bag.

208 | * (9) Ongoing critical care education bi-antyal

209 | *(10) ATLS requirements is waived for Board ffd Emergency Medicine and Board

Certified General Surgery Physicians.
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Chapter 12 STATE DESIGNATION OF TRAUMA CENTERS
1200 DESIGNATION PROCESS

1200.01Trauma Center Application Process

All/any Mississippi licensed hospitals with a fuiocing emergency room will apply
for trauma center designation. Applicant hospital does not have to be within an
active trauma care region to obtain designatiomdwer, the department may prioritize
the designation process for hospitals located widimd participating as a member of a
designated trauma care region.

Note: State funding for trauma care is availabldéydio designated trauma center
hospitals which are actively participating in a dgsated trauma care region.

To receive state designation as a Trauma Centgg@licant hospital and its medical
staff shall set forth such intention in a lettethie department accompanied by two
completed copies of the department's "Applicatmmlrauma Center Designation”.

Within 30 days of receipt of the application, thedartment shall provide written
notification to the applicant hospital of the follmg:

a. that the application has been received by the Degat;
b. whether the Department accepts or rejects thecgtign;
c. if accepted, the date scheduled for hospital intspec

d. if rejected, the reasons for rejection and a deadbr submission of the
corrected "Application for Trauma Center Designatito the Department.

1200.02Trauma Center Inspection Process

The Department shall provide for the inspectiothefapplicant hospital, provided that
its application has been formally approved by tlep&¥tment, on the date scheduled
and indicated in the Department's acceptance lkettiie applicant hospital, unless:

a. the Department provides written notification wittsgification of change to
the applicant hospital 14 days prior to the insipeatiate; or

b. the applicant hospital provides written requeshuistification for a
change to the Department 30 days prior to the ttgpedate;

c. the Level IV hospital applicant does not requirebarsite inspection.
An applicant hospital may request an initial "Cdtetive Review" of its facilities.

Such a review is used to assist the applicant tedspipreparation for a Trauma Center
inspection.
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Results of Trauma Center Consultative Reviewsvélprovided by the Department in
writing to each applicant hospital. These resultsbe held in confidence by the
Department. The Department will work with and pdevassistance to the applicant
hospital to correct any deficiencies noted durlmg€onsultative Review.

If an applicant hospital requests a Trauma Censdction without having first
received a Consultative Review and said hospitil fa meet designation criteria the
inspection shall be deemed a Consultative Review.

A Consultative Review, regardless of outcome, asnf® designation status upon said
applicant hospital.

A hospital, having completed a Consultative revievay apply for a Trauma Center
inspection at any time after receiving the Repb8urvey from the Consultative
Review.

Results of Trauma Center inspections will be predithy the Department in writing to
each applicant hospital. Details related to haspitnspection will be considered
confidential and will not be released.

1200.03Trauma Center Inspection Teams

The Department shall provide multidisciplinary tesfor all Trauma Center
inspections.

Trauma Center Inspection Teams shall consist efalises as follows:
a. Levelland Il Trauma Centers

As a minimum, teams shall consist of the followregresentative
disciplines: trauma surgeon, emergency physiahtieauma nurse.
(The Department may add additional team membeitsdagms
necessary.) All members of teams for Levels | lastall reside and
practice outside the State of Mississippi.

b. Level lll Trauma Centers

As a minimum, teams shall consist of the followregresentative
disciplines: trauma surgeon and trauma nurse. rsmaber of each
team for Level lll must reside and practice outhef State of
Mississippi. The remaining two members may reaiai practice in
Mississippi; however, they may not practice ordesn any hospital or
area of the trauma care region in which the applibaspital is located.

C. Level IV Trauma Centers

The Level IV trauma center inspection process stwbist of a review
of the completed trauma center application, compkawith all of the
"Essential" elements listed in the Mississippi Tr@uCare Regulations'
Essential and Desirables Chart, and satisfactetigweof specific

trauma registry data reports as identified in tharha center application.
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These documents shall be reviewed off-site by tBER Trauma System
Development staff. If the information containedhe completed
application and the trauma registry data reportsaaemonstrate
compliance with the Mississippi Trauma Care Redutet there will be
a request for additional information and an oppatiuto supply
supplementary data/information for review. If tadditional
information does not demonstrate compliance wighMtississippi
Trauma Care Regulations, an on-site survey ingpegtill be
scheduled. At a minimum, the on-site team shalkt of one member
of the Trauma System Development staff and onbeofdllowing
representative disciplines: a physician or traunndeé The member of
the inspection team that is not Trauma System Dewveént staff may
reside and practice in Mississippi, however; theymot practice or
reside in any hospital or area of the trauma ag@n in which the
applicant hospital is located.

1200.04Cateqgories of Trauma Center Designation

a.

Complete Designation

The hospital has completed all of the requirem#artdesignation at their
application level. This is a three (3) year deat@n subject to periodic
compliance audits.

Complete Designation with Conditions

The hospital has completed all of the requiremtart€omplete Designation at
their application level with the exception of mir{ao patient or Regional
operations impact) condition(sYhis designation category may be used for
initial designations or an interim change in stdtosn Complete Designation
due to a temporary loss of a capacity or capability

Any hospital receiving written notification of Cotepe Designation with
Conditions must immediately notify the Trauma CRegyion and submit to the
Department within thirty (30) working days from trexeipt of notification a
written plan of correction and an interim operasigutan including time lines.
The Department, upon receipt, shall either appomdisapprove the plan within
thirty (30) working days. The hospital is respotesifor contacting the
Department to request a "Focused Survey" at arg finor to the end of the
recognized timeline. Upon such a request the Deyeant shall assemble a
survey team to review the hospitals' "Plan of Caifoa" for complete
implementation. If the Focused Survey team de&m$Rlan of Correction”
fully implemented the hospital will receive comgdétauma Center designation.

Suspended Designation

The hospital has completed the requirements forlete Designation at their
application level. However, upon receipt of infation and verification by the
Department of regulation violations and a determdmaby the Department that
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it is in the best interest of patient care or Raglmperations, the Department
may temporarily suspend the Trauma Center Desmmédr said hospital.

Any hospital receiving notice of Suspension of tigauma Center Designation
shall immediately notify the Trauma Care Region alhgrehospital providers
who routinely transport trauma patients to saicphiakof the suspension of their
Trauma Center designation. Any hospital receiviatjce of suspension of their
Trauma Center Designation shall no longer be pé&thib act as nor be
permitted to hold itself out as a Designated Tra@weater.

Further, the hospital shall, within ten (10) worgidays of notification of said
suspension shall submit a written plan of corregtincluding correction time
lines to the Department. Upon receipt of said ptenDepartment shall either
approve or disapprove the plan within ten (10) wayldays.

Upon completion of the Plan of Correction, the liadghall notify the
Department and request a verification visit. Thg@&anent shall conduct a
focused survey of the hospital to verify completidrihe Plan of Correction and
compliance with regulations. The Department malgssquently, reinstate the
hospital to its original Trauma Center status.

In addition, the appropriate fee associated withuthmet level commensurate
with the facilities level as determined by its lice resources shall be made
payable to the Mississippi TCTF.

d. Non-Designated Trauma Centers

Any hospital that has not completed the Trauma €efpplication process or
has had its Trauma Center Designation revoked é{ptpartment will be
considered a Non-Designated Trauma Center. Sudhiéacshall not advertise
nor hold itself out to the public as a Designatealima Center.

Hospitals that have been designated as TraumaiSengy have their
designation status revoked for any of the followiagsons:

a. By the State Health Officer for reasons of seritisat or jeopardy
to patients health or welfare;

b. Refusal to satisfactorily complete the reinstatetnpeocess,
described above, for hospitals having had theiufi@ Center
Designation Suspended.

c. Failure to adhere to laws or regulations.

d. Hospitals having their Trauma Center Designatiatustrevoked
may reapply for trauma center designation aftesluti®n of all
issues related to the revocation and completiamadfmplete new
trauma center designation process.

Should a trauma center’s status be changed or edydlke facility is responsible
for paying the fees as set forth in the Pay or B&tion of these regulations.
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1200.05 Plan of Correction

Each applicant hospital, which receives Completsig@etion with Conditions as a
Trauma Center, shall submit to the Department ar'Bf Correction" within thirty (30)
days. The Plan shall address each of the conditioted by the inspection team and
outline a corrective process and timeline for catiph. During this period of time the
Department will work with and provide assistancéi® hospital in the implementation
of their "Plan of Correction"

The hospital is responsible for contacting the Diepant to request a "Focused Survey"
at any time prior to the end of the recognized liinee Upon such a request the
Department shall assemble a survey team to reviewaspitals' "Plan of Correction”
for complete implementation. If the Focused Sunesyn deems the "Plan of
Correction” fully implemented the hospital will eige complete trauma Center
designation. Failure to pass the "Focused Surdeg$ not extend the time period.

Failure to fully complete and implement the "PldiCorrection” within the recognized
time period shall result in the automatic lapséhefDesignation and the hospital will
automatically return to its' original non-desigrmhgtatus. If the Designation status
lapses the hospital shall not be eligible for allgcated trauma funds and will be
required to pay according to Section 400.05, 7, E.

The facility must report to the Bureau of EmergeMadical Services (BEMS) any loss
of 24-hour specialty physician coverage that isiiregl within the Trauma Care
Regulations. The facility must provide a plan ofrections that details how the facility
will become compliant. The hospital must submithte BEMS evidence of recruiting
efforts. Such evidence must be determined appatepby the Mississippi Trauma
Advisory Committee (MTAC). In the event a hospitalinable to fulfill their

physician requirement, the hospital will submietidr to BEMS requesting its’ Trauma
Center Level status reduced to the next lowestt aqm@opriate, level. Such evidence
must be determined appropriate by the MTAC.

No inspection or designation process provided lyyather agency, organization or
group maybe substituted in lieu of the Department's

1200.06Length of Trauma Center Designation

The department shall designate Trauma Centersgderiad not to exceed three (3)
years. Complete designations shall remain activéhfee years provided no
substantive changes or variances have occurrethahthe designated Trauma Center
continues to comply with all rules and regulatiofishe Department after receipt of the
Trauma Center designation by the department. Thabment may perform periodic
trauma center audit/reviews at each designatedaaCenter.

1200.07rauma Center Designation Renewals (re-designation)

Designated Trauma Centers regarding re-designéiamonths prior to the designation
expiration date) of its intent to seek or not seekesignation or designation at a level
different from its original designation level. TBbepartment will acknowledge receipt
of such notification in writing within 30 days tbd applicant hospital and begin the

application process as provided in 1200.1 and sjues# sections. All applications for
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re-designation must be received no later than $6@y days prior to expiration of
designation.

1200.0&rocess of Appeal for Failing Trauma Center Inspedbn

If a hospital fails a trauma center inspection,ibsepital shall have 30 days from the date
of notification of the failure to appeal the deaisin writing to the Department. The
Department shall make a determination within thmemths of receipt of the appeal. The
Department will provide the hospital with a writteaport of its decision. If the decision
of the Department is unfavorable to the hospited, tospital may request to be inspected
for trauma center designation at another levehiugt pay all cost associated with the
request. In addition, the appropriate fee assediaith the unmet level commensurate
with the facilities level as determined by its lice resources shall be made payable to
the Mississippi TCTF.

1200.0€hange of Trauma Center Designation

1. Trauma Centers will be permitted to changer tthesignation if the following
conditions are met in their entirety:

a) The Trauma Center has been inspected and designatbd
Department, the designation is current, and thermeaCenter is in full
compliance with Department and Region rules, reprig, policies,
procedures, and protocols.

b) The request to change designation has been appogwthé applicable
Trauma Care Region.

c) The Department’s Trauma Consultant has reviewedetipgest and
determines that there is no adverse impact to #dggdR or Trauma Care
System.

d) The Mississippi Trauma Advisory Council (MTAC) haexommended
approval of the request.

e) The Department Trauma System Administrator (TSAjccws with the
request.

f) The State Health Officer (SHO) or designee isshesiew designation.

2. A Trauma Center may make a request to changestgrastion by sending a letter of
intent to the appropriate Trauma Care Region.

3. The Trauma Center will submit an application far trew designation level in
accordance with Section 1200.01. (Note: If theufira Center has a current
application and inspection report on file with thepartment, for a level equal to or
higher than the requested level, they will notdauired to submit another
application.)

4. The Board of Directors of the Trauma Care Regidhreview the request, and will
recommend approval/disapproval to the Departméarigavith any conditions.
Specifically, the Board will determine if a non-peipation fee, in accordance with
Section 400.05, is required.

5. The Department will forward the Region’s letterplgation package, and inspection
report (if applicable) to the Trauma Consultantrfariew. The consultant will
prepare a written report which will include anyiaiptated positive/negative impacts
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to the Region and/or Trauma Care System as a i@&dhiis action. The Trauma
Consultant will also determine if a new inspecti®nequired to substantiate this
request, or will prepare a report of inspection ptiamce based on the file inspection
report.

6. The TSA will consolidate all documentation and utg the request on the agenda
for the next MTAC meeting. The TSA will also indieithe Department’s
concurrence or non-concurrence with justificatignrepresentative(s) of the Trauma
Center and the Region will be invited to presentriguest to the MTAC. Ifa
representative of the requesting Trauma Centestipresent at the MTAC, the
request will be tabled to the next meeting. If Thauma Center representative does
not appear at two consecutive MTAC meetings, thaest will be dismissed without
action.

7. If the MTAC approves the request, the TSA will fand a letter to the SHO
requesting designation of the Trauma Center tméwelevel. If a non-participation
fee is required for the new designation, an inveidebe prepared and sent to the
Trauma Center. Designation will only occur aftecaipt of the non-participation
fee.

8. If the MTAC does not approve the request, the TSIAraturn the application
package to the Trauma Center and the Region Vidiegmail. The Trauma Center
will have twenty (20) days after receipt of theureed application to file an appeal
with the Director, Bureau of EMS, in accordancew@ection 400.06.
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Chapter 13  PEDIATRIC TRAUMA CENTERS
1300 REQUIREMENTS

1300.01Hospital Requirements

123

The hospital resources for adult trauma centersl@seribed in Sections 800, 900,
1000, and 1100The traumatized pediatric patient has specialiremqents that go
beyond the resources required for an adult traiengec. Those components that must
be present in a trauma center designated to capzfilatric patients are represented in

Table 1.
TABLE 1
Requirements Tertiary | Secondary| Primary
Trauma Surgeons credentialed by the hospital fdiajréc E E D
trauma care
6 hours of pediatric CME per year, per surgeon D D
Pediatric emergency department area D D
Pediatric resuscitation equipment in all patiemeceas E E E
Micro-sampling E E E
Pediatric-specific performance improvement program E E E
Pediatric ICU E D D

All adult trauma centers in Mississippi are reqdite function at one of the three levels
of pediatric trauma care. An adult hospital doeshave to function at the same or
similar level but must function at some level ofljadric trauma care. The three levels
of pediatric trauma care include: tertiary, se@gdand primary. For the adult trauma
center wishing to provide pediatric trauma carthattertiary level all the requirements
stated in Table | are essential. At the secondadyprimary levels certain requirements
remain essential while other requirements becorszalde.

At tertiary and secondary levels it is essentiat the trauma center credential its
trauma surgeons to do pediatric trauma care. déssrable that the primary level
trauma center credential its trauma surgeons teed@tric trauma care. The multi-
specialty concept is important in obtaining thetlesults when caring for traumatized
children. This may include pediatric and other ioaldspecialists. If there is a board-
certified surgeon identified as the adult traun@gpam medical director, then this same
individual can and often will assume supervisionhef pediatric program.
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The necessary pediatric resuscitation equipmensti@uld be included in each
Pediatric Trauma Center emergency departmentésllisa Table 2.

1300.02Pediatric Resuscitation Equipment

TABLE 2

PEDIATRIC RESUSCITATION EQUIPMENT

Infant and pediatric laryngoscope blades, one cif éililler, 0,1,2 and Maclintosh 0,1,2)

Infant and pediatric blood pressure cuffs

Pediatric defibrillation paddles

Volumetric IV sets

Angiocaths — sizes 22 gauge and 24 gauge

Broslow tape

Intra-Osseous needles

Infant and pediatric cervical collars

Pediatric immobilization devices

Pediatric oral airways

Pediatric endotracheal tube, one of each (uncuaffeticuffed), sizes 2.5 mm — 6.0 mm

1300.03Performance Improvement

Performance improvement for pediatric patients khba measured at all levels of the
system. Pediatric process and outcome measuressareecessary for participation as
a designated trauma center in a trauma care regidmre therefore requirements for
indigent care reimbursement.

1300.04Regional Care of the injured child

The primary pediatric trauma center must have feaotocols in place with tertiary
and/or secondary pediatric trauma centers. Aduitlg, transfer protocols must be
written with all referral facilities in the regiorAll facilities will work together to
develop transfer guidelines indicating which pettigtatients should be considered for
transfer and procedures to assure the most expgesiéda transfer of the pediatric
patient. These guidelines must address criterideiatify high-risk pediatric trauma
patients that could benefit from a higher levepediatric trauma care. Transfer
protocols shall include a feedback loop so thaptimary provider has a good
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understanding of the patient’s outcome. All deatgd facilities must agree to provide
services to the pediatric trauma victim regardiddsis/her ability to pay.

Trauma centers caring for injured pediatric paiesfitould establish and aggressively
pursue a leadership role in injury prevention.uipjprevention needs to become an
integral component of the trauma center at alllevePrevention programs should be
specific to the needs of the region. The traurgéste should be utilized to identify
injury trends and focus on prevention needs.
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Chapter 14 MISSISSIPPI BURN CARE FUND
1400 MISSISSIPPI BURN CARE FUND
The Mississippi Burn Care Fund (MBCF) (Statute 769-Mississippi code of 1972)

Created by the Mississippi Legislature and is atgled to accept any gift, donation, bequest,
appropriation or other grant from any source, gor@ntal or private, for deposit into the fund.

Funds are distributed from the Mississippi BurneéCamnd for uncompensated burn care of
Mississippians transferred from a Mississippi htafo a qualified United States Burn Care
facility or a facility approved by the Mississippiate Department of Health. Approval criteria
shall include, but not be limited to, a Mississifjphuma Care System Level | Trauma Care
Center or facilities having advanced research déiped and programs; partner hospitals or
comprehensive remote, satellite, or outpatieniadim Mississippi; the existence of
comprehensive burn programs, including advancededtreatment capabilities, and both
physical and occupational therapy departmentsestdfy a board-certified physiatrist.

Uncompensated care is care for which the providerdeen unable to collect payment because of
the patient's inability to pay. A claim is congielé to be uncompensated if, after the provider's
due diligence to collect monies due, total paynfiem all sources (including third-party payors)

of five percent (5%) or less has been made orotlaéttauma-related gross charges. Any
payment received from Medicaid shall preclude reirmbment from the Mississippi Burn Care
Fund, whether the five percent (5%) payment thrieshas been met or not.

In addition, funds are distributed from the MisgigsBurn Care Fund for reimbursement of
uncompensated care incurred by Mississippi liceased medical and ground EMS providers
transporting patients from a licensedualified United States Burn Care facility or aifidg
approved by the Mississippi State Department ofltHeapproval criteria shall include, but not
be limited to, a Mississippi Level | Trauma Careilty or facilities having advanced research
capabilities and programs; partner hospitals orprefmensive remote, satellite, or outpatient
clinics in Mississippi; the existence of compreheadvurn programs, including advanced
pediatric treatment capabilities, and both physacal occupational therapy departments staffed
by a board-certified physiatrist.

Funds may be allocated from the Mississippi Buaned~und to assist burn victims’ families with
out of state travel expenses. Funds so distribshiat not exceed the maximums for federal per
diem and lodging rates for the geographic areahiichvthe out of state burn center is located.
Family, for the purpose of reimbursement, is defiae a burn victim’'s spouse, father, mother,
sister, brother, son or daughter, or the correspgrigtep” or half-blood relationship.

1400.01Distribution of the Mississippi Burn Care Fund

For each fiscal year, funds from the MBCF are ated and based on the hospital's
Diagnosis Related Groups (DRG) Relative Weightasteel to burn injury for those
Mississippi burn patients submitted for reimbursenisy participating Burn Care
Facilities.
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Reimbursement of aero medical and ground EMS seswvill be based on
contractually negotiated rates arrived at by agereswith existing providers.

Funds will be distributed on an annual basis folfgpan audit of Submitted claims for
reimbursement.

1400.02Data Collection

A. To be eligible to receive funds from the Misgigé Burn Care Fund (MBCF) the
Burn Facility must:

a. Implement the Mississippi Department of Health deadized Trauma Burn Data
Collection instrument or compatible burn regiswy the mutual benefit of the
Burn Care Facility, The Mississippi Trauma Systerd the burn injured
Mississippians.

b. Enterinto a cooperative agreement with the Miggigepartment of Health,
which will include a list of allowable charges, notexceed the Medicare
allowable rate.
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APPENDIX A — MISSISSIPPI TRAUMA ADVISORY COMMITTEE

William T. Avara, ll, M.D., Chairman
Singing River Hospital

2525 Telephone Road
Pascagoula, MS 39567
Expires: 7/01/2010

Coastal Trauma Care Region
Rodney Frothingham, M.D.
1776 Pinewood Drive
Greenville, MS 38701
Expires: 6/30/2010

MS State Med. Association
H.S. McMillan

P.O. Box 1698

Jackson, MS 39215-1698
Expires: 6/30/2010

Dept of Rehabilitation Services
John Nelson, M.D.

101 West Cranebrake Blvd
Hattiesburg

39402-8341

Expires: 6/30/2010

MS Chapter, ACEP
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G. Douglas Higginbotham, Exec. Dir.
South Central Regional Medical Center
P. O. Box 607

Laurel, MS 39441

Expires: 7/01/2008

MS Hospital Association

Clyde Deschamp, Ph.D

University of Mississippi Medical Center
2500 North State Street

Jackson, MS 39216

Expires: 7/01/2010

Central Trauma Care Region

Ben Yarbrough, M. D.

Franklin County Memorial Hospital
P.O. Box 636

Meadville, MS 39653

Expires: 7/01/2010

Southwest Trauma Care Region
Bennie Wright, M.D.

810 East Sunflower Road

Suite 100 A

Cleveland, MS 38732

Expires: 6/30/2010

Delta Trauma Care Region
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Jerry M. Howell, CEO

Marion General Hospitals

P. O. Box 630

Columbia, MS 39429

Expires: 6/30/2010

Southeast Trauma Care Region
K.C. Hamp, Sheriff

Tunica County

P.O. Box 25

Tunica, MS 38676

Expires: 6/30/2009
County/Municipal Government
Amber Lindsey Kyle, RN
University of Mississippi Medical Center
2500 North State Street
Jackson, MS 39216

Expires: 6/30/2010

MS Emergency Nurses Assoc.
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Jonathan Wilson, RN
University of Mississippi Medical Center
2500 North State Street
Jackson, MS 39216

Expires: 7/1/2009

Mississippi Nurses Association
Josh Wenzel, NREMT-P

830 S. Gloster Ave

Tupelo, MS 38801

Expires: 6/30/2010

North Trauma Care Region
JoAnne Coates, M.D.

P.O. Box 6254

Philadelphia, MS 39350
Expires: 7/1/2009

East Central Trauma Care Region

Bucf Emergency Medical Services/Trauma
Office of Health Protection



130

APPENDIX B — TRAUMA CARE REGIONS MAP

Mississippi
Trauma Care Regions
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Appendix D — Trauma Care Trust Fund Distribution Model

Trauma Care Trust Fund
Proposed Calculation

|

TCTF § 41-59-75. Funds appropriated to the State Board of Health shall

be made available for department administration and
implementation of the comprehensive state trauma care plan for

‘ distribution by the department to designated trauma care regions

for regional administration, for the department's trauma specific

Admin Expense —_p» | public information and education plan, and to provide hospital and

physician indigent trauma care.

‘ 400.02: In accordance with the recommendations of the 1997
Mississippi Trauma Care Task Force, the Department shall
Admin Payment Level IV Admin contract for the administration of designated Trauma Care
Payment Trauma Region > Regions.
400.03: Designated Level IV Trauma Centers shall not receive
reimbursement for uncompensated care, however, will receive
$10,000 annually for administrative support for participation in the
Mississippi Trauma Care System.
Distribution
EMS Relative
Weights
|— EMS (15% of Dist) Population <15,000
Total Fund x %Pop = X / # counties

Population > 15,000
Per Capita on Adjusted Fund Balance

Fixed Funding

Hospital Fixed Relative Weights Fixed:
] (30% of Dist) Levell 100.00% (Total Fixed Fund/Total Wt) / Level Wt
Level Il 87.50% = Hospital Fixed Total

Level Il 62.50%

Point Assessment by
ISS Severity Category

Hospital Variable

(50% of Dist) ISS1-9 1.02 A
ISS10-15 2.02 B

ISS 16 — 24 3.80 C

1SS >24 6.57 D

Variable:

Burn Centers

(5% of Dist) (Total Qualified Cases x A) + (Total Qualified Cases x B)
+ (Total Qualified Cases x C) + (Total Qualified Cases x
D) = Hospital Point Total

(Hospital Point Total x Total Variable Fund) / Total Points
= Hospital Variable Total

If no hospitals are
designated as Burn
Centers at the time of At minimum, 30% of each
distribution, the 5% will local Total Hospital
be included in the Payment shall fund
Hospital Fixed physician component of
distribution. trauma center.
The Mississippi Trauma Care System Regulations Bucd Emergency Medical Services/Trauma

Effective May 16, 2010 Office of Health Protection



132

CERTIFICATION OF REGULATION

This is to certify that the aboviéhe Mississippi Trauma Care System Regulations/as adopted by the
Mississippi State Board of Health on April 14, 2GdGecome effective May 16, 2010.

M. Currier, MD, MPH
Secretary and Executive Officer
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